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No  more  treating 

i  With 
Hedrin  Once  Spray 
Gel  and  Liquid  Gel,  one 
treatment  does  the  job. 

A  new  clinical  trial  has  shown  that 
Hedrin  Once  Gel  can  kill  100%  of  lice 
and  eggs  in  one  15  minute  treatment1. 
No  pesticides.  No  laborious  combing. 
So  now,  there's  really  only  one 
treatment  to  recommend. 
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CLINICALLY  PROVEN 
TO  WORK  IN  JUST  ONE 
15  MINUTE  TREATMENT' 


USE  YOUR  HEDRIN 


OW,  ONCE 
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OUR  BIG  NEW  'ONCE' 

CAMPAIGN 

IS  ON  TV  NOW! 


Stock  up  now. 
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ACTION 
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NICORETTE®  Inhalator  sure  is  effective,  partner 


nicotine 


Acts  like  a  cigarette 
replacement  and  helps 
control  cravings.  Up  to 
1  in  3  smokers 
remained  abstinent 
at  1 2  weeks.12 


Nicorette  Inhalator  Product  Information: 
Presentation:  Inhalation  cartridge  containing  lOmg  nicotine  lor  oromucosal 
use  via  a  mouthpiece  Uses:  Relieves  and/or  prevents  craving  and  nicotine 
withdrawal  symptoms  associated  with  tobacco  dependence.  It  is  indicated 
to  aid  smokers  wishing  to  quit  or  reduce  prior  to  quitting,  to  assist  smokers 
who  are  unwilling  or  unable  to  smoke,  and  as  a  saler  alternative  to  smoking 
tor  smokers  and  those  around  them  II  is  indicated  in  pregnant  and  lactatmg 
women  making  a  quit  attempt  Dosage:  Adults  and  Children  over  12 
years  ol  age:  Nicorette  Inhalator  should  be  used  whenever  the  urge  lo 
smoke  is  fell  or  to  prevent  cravings  in  situations  where  these  are  likely  to 
occur  Smokers  willing  oi  able  lo  slop  smoking  immediately  should  initially 
replace  all  their  cigarettes  with  the  Inhalator  and  as  soon  as  they  are  able, 
reduce  the  number  ol  cartridges  used  until  they  have  slopped  completely 
Smokers  aiming  to  reduce  cigarettes  should  use  the  Inhalator,  as  needed, 
between  smoking  episodes  lo  prolong  smoke-tree  intervals  and  with  the 
intention  to  leduce  smoking  as  much  as  possible  As  soon  as  they  are 
ready  smokers  should  aim  to  guit  smoking  completely  When  making  a 
quit  attempt  behavioural  therapy,  advice  and  support  will  normally  improve 
the  success  rate  Those  who  have  guit  smoking,  but  are  having  difficulty 
discontinuing  their  Inhalator  are  recommended  to  contact  their  pharmacist 


or  doctor  for  advice.  Contraindications:  Children  under  12  years  and 
Hypersensitivity  Precautions:  Unstable  cardiovascular  disease,  diabetes 
mellitus,  G.I  disease,  uncontrolled  hyperthyroidism,  phaeochromocytoma. 
hepatic  or  renal  impairment,  chronic  throat  disease,  obstructive  lung  disease 
or  bronchospastic  disease  Stopping  smoking  may  alter  the  metabolism  of 
certain  drugs  Transferred  dependence  is  rare  and  both  less  harmful  and 
easier  to  break  than  smoking  dependence  May  enhance  the  haemodynamic 
effects  of,  and  pain  response  to.  adenosine.  Keep  out  ot  reach  and  sight  ol 
children  and  dispose  ol  with  care.  Best  used  at  room  temperature  Pregnancy 
&  lactation:  Only  after  consulting  a  healthcare  professional.  Side  effects: 
Cough,  imtation  of  throat  and  mouth,  headache,  nasal  congestion,  nausea, 
vomiting,  hiccups,  palpitations,  Gl  discomfort,  dizziness,  reversible  atrial 
fibrillation  See  SPC  for  further  details  RRP  (en  VAT):  6-Starter  pack  £6  99. 
42-Refill  pack  £21 99  Legal  category:  GSL  PL  holder:  McNeil  Products 
Ltd,  Roxborouqh  Way,  Maidenhead,  Berkshire,  SL6  3UG  PL  number: 
15513/0179  Date  of  preparation:  March  2010 

References:  1.  Hfalmarson  A.  el  al  Arch  Intern  Med  1997.  157-  1721- 
1 728. 2.  Leischow  SJ,  et  al.  Am  J  Health  Behav  1 996;  20(5):  364-371 

Date  of  preparation:  August  201 0  281 3 
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Have  your  say  on  C+D.  Email  us  at: 
haveyoursay@chernistanddruggist.co.uk 
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4  IT  DOESN'T  TAKE  A 
MATHEMATICIAN 
TO  WORK  OUT 
THAT  INVESTMENT 
IN  SERVICES 
UNDERTHE 
CURRENT  SYSTEM 
JUST  DOESN'T 
ADD  UP^ 


The  phrase  'postcode  lottery'  was 
much  in  vogue  a  few  years  ago,  with 
journalists  keen  to  highlight  the 
unfairness  of  geographical  variability 
in  healthcare  access.  C+D  has  this 
week  resurrected  the  term  - 
justifiably,  I  think,  as  our  2010  PCT 
Investigation  reveals  all-too- 
predictable  but  nonetheless  mind- 
boggling  variability  in  local  spending 
on  pharmacy  services  (p6). 

Estimates  by  accountant  Umesh 
Modi  (p14)  bring  the  figures  into 
stark  perspective.  A  pharmacy  needs 
£30,000  of  service  income  a  year,  he 
suggests,  to  make  a  return  on 
investment;  the  PCT  Investigation 
found  that  the  average  makes 
£9,000.  It  doesn't  take  a 
mathematician  to  work  out  that 
investment  in  services  under  the 
current  system  just  doesn't  add  up 

There  have  been  many  warm 
words  from  ministers  (as  on  p7) 
about  the  important  role  of 
community  pharmacy  in  increasing 
access  to  healthcare  services.  But 
unless  they  are  backed  up  with  cold, 
hard  cash,  they  will  mean  nothing. 

Of  course,  a  lottery  has  winners 
and  the  PCT  Investigation  has 
unearthed  individual  success  stories, 
such  as  Doncaster's  well-paid  minor 
ailments  scheme  (p23).  But  this  is 
not  enough.  To  ensure  a  nationwide 
network  of  community  pharmacies 
able  to  provide  accessible,  high- 
quality  care  that  frees  up  more 
specialised  practitioners  to  focus  on 
those  who  really  need  them,  there 
must  be  more  consistency. 

Some  geographical  variation  is 


needed  to  cost-effectively  address 
specific  local  need.  But  other 
problems  are  crying  out  for  national 
solutions  and  a  pharmacy  minor 
ailments  scheme  is  one  such  no- 
brainer.  All  areas  require  minor 
ailments  advice  regardless  of 
demographics;  pharmacists  are  the 
minor  ailments  experts  and 
providing  this  advice  through 
community  pharmacies  would  save 
the  NHS  money.  So  why  do  only  half 
of  PCTs  have  a  pharmacy  minor 
ailments  scheme  (p7)? 

The  need  for  consistency  applies 
not  just  to  service  provision  but  also 
its  remuneration.  Fee  fluctuations  of 
over  90  per  cent  between  PCTs  can 
surely  not  be  wholly  explained  by 
differences  in  service  specifications.  A 
lottery  is  a  gambling  game  -  and  the 
current  variability  in  fees  is  a  gamble 
with  pharmacists'  livelihoods. 

There  will  not  be  many  more  'PCT' 
investigations  because  CP  consortia 
will  soon  begin  to  replace  the  trusts. 
Exactly  how  the  enhanced  service 
postcode  lottery  will  pan  out  under 
the  NHS  white  paper  proposals 
remains  to  be  seen,  but  warnings 
from  doctors  themselves  (p8)  do 
not  bode  well.  Much  has  been  said 
about  the  poor  state  of  local  CP- 
pharmacist  relationships  and  its 
adverse  effect  on  pharmacies' 
service  fortunes,  so  the  fact  that 
doctors  fear  the  planned  changes 
could  undermine  collaboration 
further  is  worrying  indeed. 

Jennifer  Richardson, 
Deputy  &  Features  Editor 
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Enhanced  service  spend  lottery 
exposed  by  C+D  investigation 

EXCLUSIVE  PCT's  annual  investment  varies  from  zero  to  £1  Ok  per  pharmacy 

Your  views 


Zoe  Smeaton 

zoe.si  n  eaton@ubm.com 

PCTs'  spending  on  community 
pharmacy  services  varied  wildly 
across  England  in  2009-10,  C+D's 
PCT  Investigation  has  found. 

Over  100  trusts  responded  to 
Freedom  of  Information  Act  requests 
about  service  spends.  While  most 
trusts  were  offering  some  enhanced 
services,  with  smoking  cessation  the 
most  popular,  the  average  spend  on 
fees  for  these  was  just  £4,929  per 
pharmacy  in  the  year. 

NHS  Tees  and  NHS  Hammersmith 
and  Fulham  reported  that  they  did 
not  commission  any  pharmacy 
enhanced  services. 

In  Norfolk,  the  spend  was 
reported  at  just  £150  per  pharmacy 
annually,  or  2  pence  per  patient. 
Twelve  trusts  reported  spending 
more  than  £10,000  per  pharmacy  in 
the  year. 

The  story  was  similar  for  advanced 
services,  where  the  average  spend 
was  £4,379  per  pharmacy  but  varied 
by  300  per  cent  between  the  highest 
and  lowest  spenders. 

The  results  echoed  last  year's 
investigation,  which  also  found  vast 
spending  fluctuations 

Industry  leaders  called  this  year's 
findings  "shocking"  and  said  they 
highlighted  the  need  for  national 
services  to  be  commissioned  from 
the  sector. 

Stephen  Fishwick,  head  of 
external  communications  at  the 
NPA,  said:  "The  statistics  lay  out  in 
black  and  white  what  many  of  our 
members  feel  instinctively  -  that 
they  are  too  reliant  on  the 


unaccountable  decisions  of  NHS 
managers  whose  commitment  to 
fostering  a  vibrant  community 
pharmacy  service  varies  from  place 
to  place." 

AAH  head  of  corporate  relations 
James  Lindsay  agreed:  "The  C+D 
findings  demonstrate  that  some 
PCTs  understand  the  role  which 
community  pharmacy  can  play  in 
providing  primary  healthcare 
services  where  others  do  not." 

Mr  Fishwick  said  differences  in 
local  investment  could  only  partially 
be  accounted  for  by  population  need 
and  stressed  the  need  for  a  fair  return 
for  pharmacies  offering  services. 

Others  agreed  the  average  spends 
on  enhanced  services  were  not  high 


enough.  Umesh  Modi,  partner  at 
accountancy  firm  Silver  Levene,  said 
he  felt  sure  many  pharmacies  would 
be  making  a  loss  offering  services 
with  these  funding  levels. 

Jeremy  Main,  managing  director 
at  Alliance  Healthcare,  said  the 
sector  should  not  accept  the 
inconsistent  and  diminishing  spends 
on  pharmacy  services. 

Mr  Main  called  on  pharmacists 
and  commissioners  to  work  together 
to  secure  the  sector's  future. 


For  more  analysis  on  the 
PGT  Investigation  see 
pages  14  and  22-24 


C+D  Senate  Live  at  the  NEC 


For  reaction  to  C+D's  PCT 
Investigation  from  the  most 
influential  people  in  community 
pharmacy,  including  PSNC  chief 
executive  Sue  Sharpe  and 
government  community  pharmacy 
tsar  Jonathan  Mason,  sign  up  to 
come  to  the  C+D  Senate  Live  at  the 
Pharmacy  Show  this  weekend  at  the 
NEC.  You'll  be  able  to  put  your 
questions  on  this,  and  other  topics, 
to  the  leaders  in  person  or  via  our 
website  from  3.15pm  this  Sunday. 


Spaces  at  the  C+D  conference, 
which  runs  over  Sunday  and 
Monday,  and  sees  speakers  ranging 
from  pharmacy  legal  experts  to 
multiple  chiefs,  at  the  show  are 
filling  up  fast  so  sign  up  beforehand 
to  secure  your  place. 

Sign  up  for  the  conference  at 
www.chemistanddruggist.co.uk/the 
pharmacyshow. 

If  you  can't  make  the  show,  follow 
the  discussion  live  online  at 
www  chemistanddruggist.co.uk. 


What  readers  think  of  C+D's  PCT 
Investigation  findings 

"£5,000  [average 
spend  on 
enhanced 
services  per 
pharmacy]  is  not 
a  lot  of  money  as 
that  isjust  £100 
a  week  and  I  would  estimate  it  costs 
me  £100  an  hour  to  run  this 
business." 
David  Badham, 
Stewart  Pharmacy,  Evesham 

"I  don't  think  the 
amount  they  are 
paying  is  very 
much.  It  would 
be  very  good  if 
there  was  a 
centralised  figure 
for  all  pharmacies  as  the  disparity 
between  PCTs  is  too  much." 
Aina  Osunkunle, 
K  and  A  Pharmacy,  Gateshead 

"On  the  money 
provided,  we  are 
expected  to 
provide  staff  and 
consultation 
rooms  to  provide 
the  service,  so  if 
we  are  going  to  offer  enhanced 
services  then  we  need  to  get  more 
money  for  them  and  have  the 
money  guaranteed.  It  can't  be  cut 
after  six  months." 
Gordon  Couper, 
Handbridge  Pharmacy,  Chester 

"There  is  such  a 
big  variation 
between  PCTs. 
Where  we  are  in 
Greenwich  the 
provision  is  fair, 
but  in  Bexley 

there  isn't  much  going  on.  You  also 
have  a  core  of  contractors  offering 
many  of  the  services  and  some  doing 
nothing  at  all.  All  pharmacists 
should  be  doing  the  same." 
Sunil  Bajaria,  Worthcare 
Pharmacy,  Thamesmead 


Find  out  how  your  PCT 
responded  to  C+D's 
investigation  using  our 
interactive  map.  And 
compare  its  performance 
relative  to  others  with 
the  PCT  Investigation 
league  tables.  Go  to: 

www.chemistanddruggist. 
co.uk/pct2010 
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See  how  your  PCT  did  using  our  interactive  map  at 
www.chemistanddruggist.co.uk/pct2010 
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Inconsistency  on  fee: 
for  smoking  cessatio 

EXCLUSIVE  Maximum  fees  per  patient  range  from  £1 1 .76  to  £1  AO 


Hannah  Flynn 

hannah.flynn@ubm.com 

Pharmacists  face  a  postcode  lottery 
for  smoking  cessation  service 
payments  despite  most  PCTs  in 
England  appearing  to  run  a  scheme, 
C+D's  PCT  Investigation  has  shown. 

While  pharmacists  in  Milton 
Keynes  can  command  up  to  £140 
per  patient  they  treat  under  the 
service,  those  in  Trafford  only  receive 
a  maximum  of  £11.76  per  patient. 

The  average  maximum  fee 
available  per  patient  was  £54,  up 
from  £41.73  in  last  year's 
investigation.  The  total  reported 
payments  to  individual  pharmacies 
also  varies  60-fold  between  areas. 

On  average,  pharmacies  in  Central 
and  Eastern  Cheshire  PCT  received 
£6,351  each  in  smoking  service  fees 
in  the  last  financial  year,  but 
pharmacies  in  some  trusts  received 
around  £100  in  fees. 

Pharmacies  received  an  annual 
average  of  £1,134  for  providing  the 
service,  nationally.  But  pay 
structures  used  varied  greatly 
between  PCTs,  with  some 
pharmacists  getting  bonuses  for 
providing  the  service. 

Multiples  told  C+D  that  they 
had  noted  the  inconsistencies  in 


funding  across  the  country. 

Head  of  NHS  development  at  the 
Co-operative  Pharmacy  Mandeep 
Mudhar  said:  "The  inconsistencies  in 
spending  reflect  what  we  are  seeing 
across  the  country  and  for  this 
reason  pharmacies  are  finding  it 
difficult  to  capture  income." 

Mr  Mudhar  raised  concerns  that 
securing  funding  for  commissioning 
services  could  become  progressively 
more  challenging  for  both 
independents  and  multiples. 

He  said:  "As  the  commissioning 
landscape  of  the  future  takes  shape, 
it  has  become  increasingly  difficult 
to  engage  with  those  who  are 
currently  responsible  for  this  area 
due  to  the  uncertainty  of  what  lies 


ahead.  This  is  also  having  a  knock-on 
effect  on  spending  decisions." 

A  spokesperson  from  Boots 
agreed  and  said:  "As  the  UK's  leading 
pharmacy-led  health  and  beauty 
retailer,  we  participate  in  many 
pharmacy  services  and  recognise 
the  huge  variation  between  the 
commissioning  of  schemes  that  has 
been  highlighted  through  this 
survey." 

Responding  to  the  findings,  a 
spokesperson  from  the  Department 
of  Health  said:  "Payment  to 
pharmacies  is  agreed  locally  and 
may  be  dependent  on  factors  such 
as  the  number  of  people  the 
pharmacy  has  helped  to  stop 
smoking." 


PCTs  paying  for  pharmacy  services: 


Source:  C+D  PCT  Investigation  2010 


*  No  PCT  responding  to  C+D 's  investigation  said  they  did  not  have  a  pharmacy  scheme 


Half  of  PCTs  running  minor  ailments  schemes 


Just  over  half  of  PCTs  in  England  are 
running  community  pharmacy  minor 
ailments  schemes,  according  to 
C+D's  PCT  Investigation,  but 
spending  on  the  service  is  still 
variable. 

The  total  amount  spent  on  MAS 
nationally,  as  reported  to  C+D,  was 
£3,881,083.  And  pharmacies 
offering  the  service  in  England 


received  an  average  fee  of  £4.16  for 
each  item  dispensed  via  the  scheme. 

The  average  spend  on  fees  per 
pharmacy  was  £2,233  nationally. 

Salim  Jetha,  chief  executive  at 
buying  group  Avicenna,  said:  "Minor 
ailments  schemes  have  delivered 
both  cost  and  service  benefits,  yet  a 
lot  of  PCTs  have  shied  away  from 
rolling  them  out."  Mr  Jetha  said 


inconsistency  in  service  provision 
could  be  confusing  for  patients. 

Minor  ailment  schemes  were 
services  patients  wanted  and 
needed,  according  to  James  Lindsay, 
head  of  corporate  relations  at  AAH. 
He  added:  "Services  such  as  diabetes 
testing  and  minor  ailments  should 
be  available  at  almost  every 
community  pharmacy."  HF 


Half  of  PCTs  offer  or  plan  pharmacy  VRAs 


Half  of  PCTs  are  either  offering,  or 
are  piloting  or  planning  to  pilot, 
vascular  risk  assessments  through 
pharmacy  in  England,  C+D's  PCT 
Investigation  has  shown. 

This  compares  to  86  per  cent  of 
PCTs  doing  the  same  for  the 
schemes  to  be  delivered  by  GPs. 

The  average  budget  for  the 


schemes  nationally  was  £86,076  per 
PCT  to  deliver  the  service  through 
pharmacy.  Mid  Essex  PCT  had  the 
largest  budget  at  £170,000  for  the 
past  financial  year. 

Vascular  risk  assessments  were 
proposed  to  reduce  the  rate  of  heart 
disease  in  the  UK  and  should  be 
available  to  all  adults  aged  40  to  74 


via  a  range  of  healthcare  providers. 

A  Department  of  Health 
spokesperson  said:  "We  are  pleased 
that  primary  care  trusts  are  using 
community  pharmacies  to  deliver 
this  new  service  and  this  supports 
our  belief  that  community 
pharmacies  are  ideally  placed  to 
deliver  public  health  services."  HF 


Expert 
reaction 


'■'■:s  asked  senior  industry  figures 
what  they  thought  of  our  Findings 

"We  hear 
anecdotal 
evidence  all  the 
time  but  seeing 
these  figures  in 
black  and  white 
really  shocked 
me  -  there  is  such  a  massive 
variation.  Could  we  see  a  future 
whereby  people  need  to  move  to  a 
different  postcode  to  ensure  a  better 
healthcare  system?" 
Mimi  Lau,  director  of  professional 
services,  Nurnark 

"It  is  especially 
disappointing 
that  pharmacy 
has  not  fully 
embraced 
MURs 

[according  to 
these  figures].  The  ball  is  in 
contractors'  court  to  deliver  and  in  a 
world  of  severely  constrained 
budgets  there  is  a  significant  risk 
that  investment  in  this  service  will 
become  hard  to  justify." 
Ceorgina  Craig,  pharmacy 
commissioning  lead,  NHS  Alliance 


"C+D's  findings 
are  not 
surprising,  but 
they  are  no  less 
troubling  for 
that.  In  any  new 
contractual 
settlement,  we 

would  wish  to  see  less  scope  for 
nationally  agreed  funding  to  be 
manipulated  by  the  NHS  at  a 
local  level." 

Stephen  Fishwick,  head  of 
external  communications,  NPA 

"Service  costs 
must  be 
appropriately 
factored,  taking 
into  account 
the  overheads 
and  capital 

investment  in  the  business. 
PCTs  have  difficulty  hitting 
targets  with  reduced  budgets, 
but  some  have  engaged  with 
LPCs  right  from  the  beginning 
and  delivered  successful  accounts. 
I  believe  that  is  the  right  way 
forward." 

Salim  Jetha,  chief  executive, 
Avicenna 
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Get  breaking  news  straight  to  your  inbox 
www.chemistanddruggist.co.uk/register 


Do  you  think  the  GPhC 
will  do  a  good  job 
clearing  the  RPSCB's 
outstanding  cases? 


"I'm  hoping  they  will  but  there's  a 
lot  of  work  to  be  done  and  I  don't 
know  at  this  point  whether  they 
have  the  right  people  in  place." 
Raj  Patel,  Mount  Elgon 
Pharmacy,  Wimbledon 


"I  think  it's  too  early  to  say  but  in 
the  meantime  we  just  have  to  trust 
that  they  will.  We've  got  to  give  it 
time  and  wait  and  see " 
Graham  Jones,  Broadway 
Pharmacy,  Berkshire 

Web  verdict 


Yes 


No 


It's  all  eyes  on  the 
GPhC  as  many  pharmacists  are 
unconvinced  that  the  new  regulator 
will  be  able  to  turn  things  around, 
despite  promises  from  the  chief 
executive  not  to  leave  "any  stone 
unturned"  in  doing  so. 
Next  week's  question: 
How  do  you  rate  your  PCT  for 
pharmacy  services  provision?  Vote 
at  www.chemistanddruggist.co.uk 


Sector  needs  seat  on  all 
CP  consortia,  PSNC  says 

White  paper  response  also  calls  for  standardisation  of  services 

Hannah  Flynn 

hannah.fl  f\  in@ubm  com 

The  government  must  ensure  there 
is  a  community  pharmacy 
representative  on  the  board  of  all  CP 
consortia  in  the  future  NHS,  PSNC 
has  urged. 

There  must  also  be 
standardisation  of  pharmacy 
services  across  the  country,  it  said, 
and  collaboration  must  be  seen 
between  CP  consortia  and  local 
authorities  commissioning  services. 

The  comments  came  as  pharmacy 
organisations  submitted  responses 
to  the  government's  NHS  white 
paper  consultation,  which  ended  on 
October  5. 

PSNC  approved  of  proposals  to 
give  patients  control  of  their  records 
and  the  principle  of  devolving 
commissioning  responsibility  to 
healthcare  professionals. 

But  the  committee  raised 
concerns  about  CP  consortia,  saying 
they  should  be  required  to 
demonstrate  the  best  possible  use 
of  other  primary  healthcare 
professionals.  One  way  to  do  this 
could  be  to  commission  a  minimum 
number  of  enhanced  services  from 
pharmacies  nationally,  PSNC  said. 

The  committee  also  raised 
concerns  that  there  was  the 
potential  for  some  public  health 
services  to  "fall  between  the  gaps 
created  by  local  authority  and  GP 
consortia  commissioning".  Local 


GP  consortia  must  make  the  best  use  of  all  healthcare  professionals,  says  PSNC 


authorities  should  be  made  to 
publicly  account  for  ring-fenced 
public  health  spending  at  the  end  of 
each  financial  year,  it  said. 

The  NPA  also  had  concerns  about 
CP  consortia,  warning  they  could 
only  work  if  characterised  by 
"genuine  accountability  and 
partnership  with  all  frontline 
providers".  The  association  also 
called  for  rigorous  accountability 
within  the  new  structures. 

In  its  response,  Alliance  Boots 
agreed  local  commissioning 
decisions  must  be  underpinned  by 
national  standards  and  frameworks 

The  multiple  also  called  for  a 
national  service  accreditation 
scheme  and  for  an  independent 
body  to  be  the  final  arbiter  for 
commissioning  decisions. 


Watch  needed 

Pharmacies  should  fall  within 
the  remit  of  NHS  watchdogs 
Monitor  and  the  Care  Quality 
Commission  or  be  subject  to 
equivalent  regulation,  PSNC 
has  said. 

It  said  such  monitoring  was 
essential  to  ensure  a  level  playing 
field  when  competing  for 
commissioned  services. 

Lila  Thakerar,  of  Shaftesbury 
Pharmacy  in  Harrow,  said  she 
would  welcome  regulation  to 
ensure  service  providers  adhered 
to  appropriate  standards.  But  she 
warned  the  regulation  should  not 
bring  more  red  tape  burdens. 


Doctors  warn  on  white  paper 


The  commissioning  system 
proposed  in  the  government's  white 
paper  will  undermine  opportunities 
for  collaborative  working  between 
healthcare  professionals,  doctors 
have  warned. 

The  British  Medical  Association 
(BMA)  said  extending  choice  to  "any 
willing  provider"  and  giving  regulator 
Monitor  a  duty  to  promote 
competition  could  shift  the  focus  to 
cost,  not  quality  of  services. 

BMA  council  chairman  Dr  Hamish 
Meldrum  called  many  white  paper 
proposals  "potentially  damaging". 
He  said:  "The  BMA  has  consistently 
argued  that  clinicians  should  have 
more  autonomy  to  shape  services 


for  their  patients,  but  pitting  them 
against  each  other  in  a  market-based 
system  creates  waste,  bureaucracy 
and  inefficiency." 

PSNC  head  of  NHS  services 
Alistair  Buxton  agreed  and  said  it 
was  important  all  primary  care 
clinicians  were  included  in 
commissioning  decisions.  Mr  Buxton 
told  C+D:  "It  has  been  suggested 
Monitor  may  preclude  integrated 
care  pathways.  I  suspect  the  reality 
is  that  if  that  is  the  case,  it  is  an 
unintended  consequence." 

The  Royal  College  of  General 
Practitioners  also  responded  to  the 
consultation  with  concerns  over  the 
scale  of  the  proposed  changes.  HF 


Early  recall 
for  Avandia 

GSK  has  brought  forward  the  recall 
date  for  rosiglitazone-containing 
medicines  to  October  21,  saying 
patients  must  have  been 
transitioned  to  an  alternative 
medicine  by  that  date. 

The  original  recall  date  was 
November  8,  but  GSK  said  it  had 
agreed  with  the  MHRA  that  a  28-day 
period  from  the  date  of  the  European 
Medicines  Agency's  withdrawal 
advice  should  be  adequate. 

Pharmacists  were  asked  to  send 
patients  to  see  their  prescribers  for  a 
review.  For  more  guidance  visit 
www.chemistanddruggist.co.uk.  HF 
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Boots  CPD  days  build 
local  professional  links 

Group  doubles  number  of  e-learning  modules  available  to  staff 


RPS  membership  ballot 

The  Royal  Pharmaceutical 
Society  Assembly  is  set  to  put 
out  a  ballot  to  members  later 
this  month  on  proposed 
membership  categories,  C+D 
understands.  Membership 
categories  to  be  voted  on  are 
expected  to  include  fellows, 
associates  and  pharmacists. 

C+D  Generics  Guide 

C+D's  Generics  Guide  for 
October  2010  is  now  ready  to 
download  at  www.cddata.co.uk. 
The  list  is  arranged  so  that  users 
can  trace  alternative  suppliers 
easily,  and  at  the  same  time 
have  the  relevant  Pip  code  for 
ordering  and  product 
identification. 

AB's  global  leader 

Alliance  Boots'  wholesale 
division  chief  executive  Ornella 
Barra  has  been  ranked  ninth  in 
the  top  global  leaders  outside  the 
US,  in  Fortune  magazine's  "50 
most  powerful  international 
women  in  business".  The 
company  said  the  accolade  was 
in  part  testament  to  "the 
increasing  global  nature  of 
Alliance  Boots". 

Essential  extension 

The  current  arrangements  for 
essential  small  pharmacy 
contracts  (ESP  LPS)  should 
continue  beyond  March  2011, 
the  Department  of  Health  has 
announced.  PCTs  will  be  required 
to  extend  contracts  until  the  end 
of  March  2013,  provided  the 
eligibility  criteria  for  ESP  LPS 
continue  to  be  met,  according 
toPSNC. 

Wales  smoking  bans 

Wales  chief  medical  officer  Dr 
Tony  Jewell  has  called  for 
smoking  in  cars  and  in  the  homes 
of  children  to  be  restricted  to 
better  protect  young  people  from 
second-hand  smoke. 

Astellas  Pharrna 

Astellas  Pharma  has  announced 
a  distribution  deal  to  supply  its 
medicines  only  through  AAH, 
Alliance  Healthcare  and  Phoenix 
Healthcare  Distribution.  The 
decision  follows  a  competitive 
tender  process. 
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Sophie  Payne 

Alliance  Boots  has  said  its  new  CPD 
training  days  have  succeeded  in 
enabling  employees  to  build 
relationships  with  local  healthcare 
professionals  and  will  be  run  again 
next  year. 

The  days,  run  in  70  training 
centres  across  the  UK  and  Ireland, 
were  intended  to  help  engage  and 
motivate  pharmacists,  and  Boots  is 
already  planning  next  year's  events. 

The  group  has  also  significantly 
enhanced  its  staff  e-learning 
programme  in  the  past  year  by 
doubling  the  number  of  modules 
available  to  its  employees. 

The  developments  were 


Texts  warn  of 
EPS  problems 

Pharmacies  can  now  sign  up  for 
text  or  email  alerts  when  incidents 
affect  the  systems  supporting 
the  electronic  prescription 
service  (EPS). 

By  signing  up  for  the  alerts 
pharmacists  will  be  told  when  EPS, 
the  personal  demographics  service 
or  the  spine  are  affected.  This  could 
help  pharmacists  to  determine 
whether  a  problem  they  were 
experiencing  was  due  to  a  local  issue 
or  a  problem  with  the  national 
systems. 

PSNC  advised  broadband 
connectivity  issues  or  problems  with 
a  system  supplier's  central  message 
handler  could  also  cause  problems, 
and  said  these  should  be  reported  to 
supplier  helpdesks. 

To  sign  up  for  the  service  go  to 
http://tinyurl.com/2w9h993.  ZS 


announced  in  the  company's  social 
responsibility  report  for  2009-10, 
and  were  backed  by  employees 
The  Boots  Pharmacists' 


Surrey  pharmacists  are  hoping  a 
pilot  in  which  they  are  trying  to  help 
curb  excessive  drinking  will  be  rolled 
out  further  in  time. 

Surrey  LPC  chief  executive 
Martin  Mandelbaum  said  "many 
people  were  keen"  to  have 
pharmacists  involved  and  that  the 
scheme  could  run  alongside  other 
PCT  alcohol  services. 

Six  pharmacists  have  been  trained 
to  become  pharmacists  with  a 
special  interest  (PhWSI)  in  alcohol 
and  are  taking  part  in  a  six-month 
pilot  to  help  identify  patients  who 
are  drinking  too  much. 

Screening  is  targeted  at  high-risk 
patients  presenting  with  symptoms 
associated  with  alcohol  misuse  and 
hangovers,  but  opportunistic 
screening  will  also  take  place  in  the 
pharmacies. 


Association  said  it  was  "delighted" 
with  the  training  days.  Last  year, 
almost  3,500  Boots  pharmacists 
opted  to  attend  one. 

Developments  on  the  e-learning 
programme  have  included  the 
addition  of  modules  on  product 
knowledge,  health  and  safety, 
operational  procedures  and 
corporate  social  responsibility. 

Around  55,000  staff  members 
took  part  in  e-learning  last  year. 
Boots  pharmacist  Angela  Chalmers 
described  the  range  of  e-learning 
topics  available  as  "massive"  and 
said  CPD  days  provided  an 
opportunity  for  structured  training 
with  lots  of  potential  for  debate. 


Pharmacists  then  offer  advice 
and  specialist  support  to  patients 
at  greater  risk  of  alcohol  problems. 

Surrey  PCT,  which  recently 
axed  its  smoking  cessation  service, 
said  the  pilot  was  being  funded 
following  a  successful  bid  for  money 
from  the  Government  Office  for  the 
South  East. 

Mr  Mandelbaum  added  that 
another  scheme  in  West  Sussex 
saw  pharmacists  screening 
patients  in  a  similar  way,  using 
a  survey.  HF 


Alliance  Boots  to  cut  900  non-store  roles 

Alliance  Boots  is  to  cut  about  900  non-store  based  roles  in  the  UK  over 
the  next  three  years.  The  cuts  will  be  made  within  the  health  and 
beauty  division  and  related  contract  manufacturing  activities  and  form 
part  of  a  programme  to  help  drive  future  growth  and  provide  best 
support  for  stores. 

Boots  stressed  that  the  move  would  not  affect  employees  within  UK 
stores  and  said  where  possible  the  reduction  would  be  achieved 
through  staff  turnover  and  by  offering  redeployment  to  other  areas 
within  the  group. 


Surrey  hoping  for  further 
alcohol  special  interest  roll  out 


C+D  puts  your 
questions  to  new  RPS 
chief  Helen  Gordon 

Read  the  interview  on  page  20 


When  neuropathic  pain  makes 

diabetes  hard  to  bear 


PREGABALIN 


v 


Fast  onset.  Sustained  relief. 


O  Proven  clinical  efficacy  in  neuropathic  pain1 4 

O  Rapid24  and  sustained  relief  in  patients  with  painful 
diabetic  peripheral  neuropathy245 

O  Well-tolerated  with  a  predictable  pharmacokinetic  profile6 


Lyrica"(pregabalin|  Prescribing  Information 
Refer  to  Summary  of  Product  Characteristics  (SmPC)  before 
prescribing.  Presentation:  Lyrica  is  supplied  in  haid  capsules 
containing  25mg.  50mg,  75rng,  lOOmg,  ISOmrj,  200mg  or  300mg 
ol  pregabalin  Indications:  Treatment  of  peripheral  and  central 
neuropathic  pain  in  adults  Dosage:  Adults  150  to  600mg  per  day 
in  either  two  or  three  divided  doses  taken  orally  Treatment  may  be 
initiated  at  a  dose  ol  1 50mg  per  day  and,  based  on  individual  patient 
lesponse  and  tolerabilrty.  may  be  increased  to  300mg  per  day  after  an 
interval  of  3-7  days,  and  to  a  maximum  dose  ot  600mg  per  day  after  an 
additional  7-day  interval  Treatment  should  be  discontinued  gradually 
over  a  minimum  ol  one  week  Renal  impairment/  Haemodialysis 
dosage  adiustment  necessary,  see  SmPC  Hepatic  impairment 
No  dosage  adiustment  required  Elderly  Dosage  adjustment 
required  if  impaired  renal  function  Children  and  adolescents  Not 
recommended  Contra-indications:  Hypersensitivity  to  active 
substance  nr  excipients  Warnings  and  precautions:  There 
have  been  reports  ol  hypersensitivity  reactions,  including  cases  ot 
angioedema  Pregabalin  should  be  discontinued  immediately  it 
symptoms  of  angioedema,  such  as  facial,  perioral,  or  uppei  airway 
swelling  occur  Patients  with  galactose  intolerance,  the  Lapp  lactase 
deficiency  oi  glucose-galaclose  malabsorption  should  not  take  Lyrica 
Some  diabetic  patients  who  gain  weight  may  require  adiustment  to 
hypoglycaenric  medication  Occunence  ol  dizziness  and  somnolence 
could  increase  accidental  injury  (falll  in  elderly  patients  There  have 
also  been  post  marketing  reports  of  loss  of  consciousness,  confusion 
and  mental  impairment  Cases  of  renal  failure  have  been  reported  and 
discontinuation  of  pregabalin  did  show  reversibility  of  this  adverse 
effect  In  controlled  studies,  a  higher  proportion  of  patients  heated 
with  pregabalin  leported  blurred  vision  than  did  patients  treated 
with  placebo  which  lesolved  in  a  maiority  of  cases  with  continued 
dosing  In  the  clinical  studies  where  ophthalmologic  testing  was 
conducted,  the  incidence  ol  visual  acuity  reduction  and  visual  field 
changes  was  gieatei  in  piegabalm-treated  patients  than  in  placebo- 
treated  patients,  the  incidence  of  fundoscopic  changes  was  greater 
in  placebo-treated  patients  In  the  postmarketing  experience,  visual 
adverse  reactions  have  also  been  reported,  most  of  which  refer  to 
transient  vision  loss,  visual  blurring  or  other  changes  of  visual  acuity 
Discontinuation  ot  pregabalin  may  result  in  resolution  oi  improvement 
ol  these  visual  symptoms  Suicidal  ideation  and  behaviour  have 


been  reported  in  patients  treated  with  anti-epileptic  agents 
A  meta-analysis  of  randomised  placebo  controlled  trials  of  anti- 
epileptic  drugs  has  also  shown  a  small  increased  risk  ot  suicidal 
ideation  and  behaviour  The  data  does  not  exclude  the  possibility  of  an 
increased  risk  tor  pregabalin  Patients  should  be  monitored  for  signs 
ot  suicidal  ideation  and  behaviours  and  appropriate  treatment  should 
be  considered  Patients  (and  caregivers  ol  patients)  should  be  advised 
to  seek  medical  advice  should  signs  of  suicidal  ideation  or  behavioui 
emeige  After  discontinuation  ol  short  and  long-term  treatment 
withdrawal  symptoms  have  been  observed  in  some  patients,  insomnia, 
headache,  nausea,  diarrhoea,  flu  syndrome,  nervousness,  depression, 
pain,  sweating  and  dizziness  The  patient  should  be  informed  about 
this  at  the  start  of  the  treatment  Concerning  discontinuation  of 
long-term  treatment  there  are  no  data  of  the  incidence  arid  seventy 
ol  withdrawal  symptoms  in  relation  to  duration  of  use  and  dosage  ol 
pregabalin  (see  side  effects)  Theie  have  been  post-marketing  reports 
of  congestive  heart  failure  in  some  patients  receiving  pregabalin 
These  were  mostly  elderly,  cardiovascular  compromised  patients 
who  received  treatment  for  a  neuropathic  indication  Pregabalin 
should  be  used  with  caution  in  these  patients  Discontinuation 
of  pregabalin  may  resolve  the  reaction  Ability  to  drive  and 
use  machines:  May  affect  ability  to  drive  ot  operate  mai  hinery 
Interactions:  Pregabalin  appears  to  be  additive  in  the  impairment 
of  cognitive  and  gtoss  motor  function  caused  by  oxycodone  and  may 
potentiate  the  effects  of  ethanol  and  lorazepam  In  the  postmarketing 
experience,  there  are  reports  ol  respiratory  failure  and  coma  in 
patients  taking  pregabalin  and  other  CNS  depressant  medications 
Pregnancy  and  lactation:  Lyrica  should  not  be  used  during 
pregnancy  unless  benefit  outweighs  risk  Effective  contraception 
must  be  used  in  women  ot  childbeanng  potential  Breast- feeding 
is  not  recommended  during  treatment  with  Lyrica  Side  effects: 
Adverse  reactions  during  clinical  trials  were  usually  mild  to  moderate 


Most  commonly  (>l/10)  reported  side  effects  in  placebo- 
controlled,  double-blind  studies  were  somnolence  and  dizziness 
Commonly  (si/100,  '1/10)  reported  side  effects  were  appetite 
increased,  euphoric  mood,  confusion,  libido  decreased,  irritability, 
ataxia,  disturbance  in  attention,  coordination  abnormal,  memory 
impairment,  tremor,  dysarthria,  pataesthesia,  vision  blurred,  diplopia, 
disorientation,  balance  disorder,  insomnia,  vertigo,  do/  mouth, 
constipalioo,  vomiting,  flatulence,  erectile  dysfunction,  fatigue, 
oedema  peripheral,  feeling  drunk,  lethargy,  sedation,  oedema,  gait 
abnormal  and  weight  increased  See  SmPC  tot  less  commonly  reported 
side  effects  After  discontinuation  ot  short  and  long-term  treatment 
withdrawal  symptoms  have  been  observed  in  some  patients, 
insomnia,  headache,  nausea,  diarrhoea,  flu  syndrome,  nervousness, 
depression,  pain,  sweating  and  dizziness  Concerning  discontinuation 
of  long-term  treatmeot  there  are  no  data  of  the  incidence  and  severity 
of  withdrawal  symptoms  in  relation  to  duration  ol  use  and  dosage 
ol  pregabalin  (see  warnings  and  precautions)  in  the  post-marketing 
experience,  the  most  commonly  reported  adverse  events  observed 
when  pregabalin  was  taken  in  nverdose  included  somnolence, 
confusional  state,  agitation,  and  resiles  ness  Legal  category:  POM 
Date  of  revision  August  2009  Package  quantities,  marketing 
authorisation  numbers  and  basic  WHS  price:  Lyrica  25mg. 
EU/1/04/279/003,  56  caps  £64  40,  EU/1/04/279/004.  84  caps 
£96  60.  Lyrica  50mg.  EU/1/04/279/009, 84  caps  £96  60,  Lyrica  75mg, 
EU/1/04/279/012, 56  caps  £64  40.  Lyrica  lOOmg,  EU/1/04/279/015, 
84  caps  £96  60,  lyrica  ISOmg,  EU/1/04/279/018,  56  caps  £64  40, 
lyrica  ZOQmg.  EIJ/1/04/279/021,  84  caps  £96  60.  Lyrica  300mg, 
6  caps  164  411  Marketing  Authorisation 
Holder:  Pfizer  Limited,  Ramsgate  Road,  Sandwich.  Kent.  CT139NJ.  UK 
Further  information  is  available  on 
request  from:  Medical  Information  Department,  Pfizer  Limited.  Walton 
Oaks.  Dorking  Road,  Walton-on-the-Hill,  Surrey  KT20  7NS 


Adverse  events  should  be  reported.  Reporting  forms  and  information  can  be  found  at  www.yellowcard.qov.uk. 
Adverse  events  should  also  be  reported  to  Pfizer  Medical  Information  on  01304  616161 


References:  1.  Siddall  Pd  et  al  Neurology  2006.67(101 1792  800  2.  Ereynhagen  R,  et  al  Pain  2005.1 15(3)  254-63  3.  Freynhagen  R.  et  al 
Schmerz  2006,20(4)285-92  4.  Freeman  R.  et  al  Diabetes  Care  2008.31(7)1448-54  5.  Stacey  BR,  et  al  Pain  Med  2008,9(8)1202-8  6.  LYRICA". 
Summary  ot  Product  Characteristics  (EMEA) 

LYN  669C  ©Pfizer  Limited  2010  All  rights  reserved  Date  of  preparation  March  2010 


Nicorette  adds  choice 
of  mouthpiece  colour 


McNeil  Products  has  introduced  two 
additional  colours  to  its  range  of 
Nicorette  Inhalator  mouthpieces. 

The  mouthpieces  will  now  be 
available  in  blue  and  black,  to 
accompany  the  original  white  modeL 


Market  focus 

•  The  smoking  cessation 
market  is  now  worth 
£102.8  million,  showing 
growth  of  2.1  per  cent. 

•  Pharmacy  has  a  56  per  cent 
share  of  the  market. 


Source:  IRI, 
26,  2009 


The  black  mouthpiece  will  be 
available  in  a  Nicorette  Inhalator 
42-cartridge  pack. 

A  duo  pack  of  the  blue  and  black 
mouthpieces  can  be  purchased 
separately  for  use  with  Nicorette 
Inhalator  cartridges. 

McNeil  says  the  expansion  of  the 
range  is  set  to  broaden  the  product's 
appeal,  by  improving  the  look  of  the 
Inhalator  and  providing  smokers 
with  more  options  in  their  attempts 
to  quit. 


Prices  and  Pip  codes: 
£1.99/coloured  mouthpiece  duo 
pack;  £21.99/42  cartridges  with 
black  mouthpiece 
Pip  codes:  355-3179;  357-0140 
McNeil  Products 
Tel:  01344  864042 
www.nicorette.co.uk 


Bassett's  Soft  &  Chewy  Range:  CMTV,  five,  Sat 

Bassett's  Soft  &  Chewy  Early  Health  Range:  GMTV,  five,  Sat 

Bassett's  Soft  &  Chewy  Everyday  Health  Multivitamins: 

GMTV,  five,  Sat 
Covonia:  All  areas 
Hedrin:  GMTV,  five,  Sat 
Just  for  Men:  All  areas 
Lyclear:  GMTV,  five,  Sat 
Oxy:  All  areas  apart  from  C4,  five 
Seabond:  All  areas 
Vagisil:  All  areas 

PharmaSitef  rnext  weel  Pharmaton  windows,  Pharmaton 
in-store,  Pharmaton  -  dispensary 


A-Anglia,  B-Border,  C-Central,  C4-Channel  4,  five-Channel  5,  CAR-Carlton, 
CTV-Channel  Islands,  G-Granada,  GMTV-Breakfast  Television,  GTV-Grampian, 
HTV-Wales  &  West,  LWT-London  Weekend,  M-Meridian,  Sat-Satellite,  STV- 
Scotland  (central),  TT-Tyne  Tees,  U-Ulster,  W-Westcountry,  Y- Yorkshire 


Vit  Heroes  hit  the  market 


VMS  manufacturer  Principle 
Healthcare  has  entered  the 
children's  vitamins  market  with  the 
launch  of  the  brand  Vit  Heroes. 

The  range  includes  three  key 
products  -  Multivitamin,  Vitamin  C 
and  Calcium  &  Vitamin  D  - 
formulated  for  children  aged  three 
years  and  over. 

The  products  are  presented  as 
chewable  teddy  bear  shapes  and 
are  free  from  artificial  colours, 


flavours,  sweeteners,  preservatives 
and  flavour  enhancers. 

The  launch  will  be  backed  by  a 
multimedia  marketing  campaign, 
including  "colourful"  POS  material. 

Price:  £2.99/30 

Pip  codes:  see  C+D  Monthly  Price 
List  or  www.cddata.co.uk 
Principle  Healthcare 
Tel:  01756  792600 


Halls  brings  Ice  Cool  to  range 


Cadbury  UK  has  extended  its  Halls 
Mentholyptus  medicated 
confectionery  range  with  the 
addition  of  a  new  Ice  Cool  flavour. 

Halls  Mentholyptus  Ice  Cool  has  a 
milder  flavour  and  light  turquoise 
packaging  aimed  at  attracting 
female  customers  to  the  brand. 


Cadbury  UK  will  be  launching  a 
marketing  campaign  to  support  the 
Halls  brand  in  January  2011. 


£0.64/37g 
356-4812 
Cadbury  UK 
Tel:  01895  615000 


Laxido  Orange  now  sugar-free 


Chronic  constipation  medicine 
Laxido  Orange  has  been 
reformulated  and  is  now  sugar-free, 
manufacturer  Galen  has  announced. 

The  oral  treatment  contains 
macrogol  3350,  sodium  chloride, 
sodium  hydrogen  carbonate  and 
potassium  chloride. 

The  product  is  presented  as  a 
single  dose  sachet  of  powder  to  be 
dissolved  in  water,  and  the  formula 
is  also  effective  in  resolving  faecal 
impaction. 


£3.56/20  sachets;  £5.34/30 
sachets  (NHS  prices) 


356-4390;  356-4408 

Calen 

Tel:  028  3836  3613 
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From  VAT  tips  to  budgeting,  see  C+D's  Finance  Zone 
www.chemistanddruggist.co.uk/finance 


Care  Allergy  Defence  wins 
allergy  friendly  product  award 


hi  '.  i  i  k  i   ii ,  1 1  -  hm 

children's  feed  formula 


Care  Allergy  Defence 
(formerly  Nasaleze)  has 
been  awarded  the 
Allergy  Friendly  Product 
accolade  by  national 
charity  Allergy  UK. 

Manufacturer 
Thornton  &  Ross  will 
include  the  Allergy 
Friendly  Product'  logo 
on  its  packaging, 
advertising  and 
promotions  so 
consumers  realise  that 
Care  Allergy  Defence  is 
now  approved  by 
Allergy  UK. 

Care  Allergy 
Defence  forms  an 
invisible  barrier  in  the 
nose  that  blocks 
airborne  allergens. 

It  contains  no  antihistamines  or 
steroids  so  it  is  suitable  for  children 
from  18  months,  the  elderly  and 
pregnant  or  breastfeeding  women. 

The  award  comes  in  the  run  up  to 
Allergy  UK's  Indoor  Allergy  Week, 


AJJS 

vMD'JJbiJJZb 

* com 

& 

Rapid  protection  whenever  hayfever  or  allergies  strike 

■gy 


ALLERGY  FRIENDLY 
PRODUCT 

which  begins  on  October  25. 

Price:  £6.99/500mg 
328-5327 
Thornton  &  Ross 
Tel:  01484  848200 
www.allergydefence.co.uk 


Abbott  Nutrition  has  announced  the 
launch  of  PaediaSure  Peptide,  a 
peptide-based  feed  specifically 
formulated  for  children  with  poor 
feed  tolerance. 

PaediaSure  Peptide  is  available  as 
a  200ml  ready-to-drink  sip  feed  and 
a  500ml  ready-to-hang  tube  feed. 

Both  presentations  attach  directly 
to  all  Abbott  Nutrition  giving  sets, 
and  can  be  used  for  sip,  bolus, 
gravity  or  pump  feeding. 

The  formula,  containing  100  per 
cent  hydrolysed  protein  and  50  per 
cent  of  fats  as  medium  chain 
triglycerides,  has  been  designed  to 
improve  gastrointestinal  tolerance 
to  help  support  children's  normal 
growth  and  development. 

It  is  suitable  for  children  over  one 
year  old. 


£3.42/200ml; 
£8.55/500ml  (NHS  prices) 

356-6486,  356-6494 
Abbott  Nutrition 
Tel:  01795  580303 
www.abbottnutritionuk.com 


Isn't  it  time  manufacturers  should.. 

see  their  supply  chain  end  to  end  in  real  time? 
~  set  and  amend  individual  customer  quotas  in  real  time? 
set  and  amend  individual  customer  discounts  in  real  time? 
have  a  comprehensive  suite  of  sales  &  supply  chain  reports? 
have  a  supply  chain  partner  with  nothing  to  hide? 

If  these  are  the  'should  haves'  you  need  to  have, 
then  call  or  email  Paul  Forster-Jones  at  Clarity  today. 

t:  +44  (0)845  0805 1 90 

e:  paul.forster-jones@claritydtp.com 


! 


t:  +44  (0)845  0805 1 90 
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NEWS  ANALYSIS 


Use  our  interactive  PCT  map  and  league  tables  at 
www.chemistanddruggist.co.uk/pct2010 


Is  the  average  PCT  good  enough? 

As  C+D's  PCT  Investigation  reveals  wild  fluctuations  in  local  spending  on  enhanced  services, 
Zoe  Smeaton  looks  at  those  on  the  average  mark  and  asks  how  things  need  to  improve 


The  fact  that  pharmacy  enhanced 
services  are  offered  to  contractors 
on  a  postcode  lottery  basis  comes  as 
no  real  surprise.  But  while  we  would 
expect  appalling  figures  from  the 
underperforming  trusts,  whittle 
things  down  to  the  average  PCT  and 
the  figures  are  still  upsetting  -  they 
are  spending  just  under  £5,000  per 
year  annually  on  enhanced  services 
at  each  pharmacy. 

Pharmacy  financial  experts  agree 
this  is  simply  not  good  enough  given 
the  investment  required  to  offer 
services,  often  in  terms  of  both 
training  and  equipment.  Umesh 
Modi,  partner  at  accountancy  firm 
Silver  Levene,  says  many  pharmacies 
will  be  losing  money  and  businesses 
that  have  taken  on  extra 
pharmacists  to  provide  services  will 
be  hit  especially  hard.  "A  day  per 
week  of  a  second  pharmacist  costs 
around  £10,000  [annually],  not  to 
mention  the  cost  of  management 
time  and  extra  floor  space  allocated 
to  provide  such  services.  I  would 
estimate  that  the  total  additional 
cost  per  annum  is  £20,000,  so  the 
pharmacist  would  need  around 
£30,000  of  services  income  to  make 
it  worthwhile,"  Mr  Modi  adds. 

Andy  Harwood,  director  of 
business  development  at  pharmacy 
finance  company  Pharmacy 
Partners,  agrees:  "Pharmacists  have 
spent  money  on  consultation  rooms 
and  how  many  of  those  are  being 
used  all  the  time  for  services?" 

He  says  consultation  rooms  could 
cost  between  £6,000  and  £8,000  to 
install,  so  for  some  the  investment 
just  will  not  have  been  worth  it. 

Further  pressures  are  coming 
from  recently  announced  category 
M  hits,  and  Mr  Harwood  says  as 
money  is  being  taken  out  of  drug 
reimbursement  it  is  disappointing 
not  to  see  trusts  putting  that  back 
into  community  pharmacy.  He  asks: 
"Where  are  pharmacists  supposed  to 
make  up  the  difference?" 

Mimi  Lau,  Numark's  director  of 
professional  services,  agrees:  "What 
we  signed  up  to  in  the  contract  was 
that  a  category  M  mechanism  would 
put  money  back  into  services,  but 
looking  at  these  figures  some 
contractors  are  benefiting  from  this 
and  some  aren't.  This  is  unfair." 

Even  where  services  are  being 


offered,  there  is  concern  about 
ongoing  funding.  Mandeep  Mudhar, 
head  of  NHS  development  at  the 
Co-operative  Pharmacy,  says  where 
services  do  exist  the  challenge  is 
always  "securing  the  continuing 
provision  and  funding" 

"We  could  put  a  lot  of  time 
and  investment  into  the  service  in 
terms  of  pharmacist  training  and 
development,  but  we  need  to  ensure 
there  is  longevity  in  those  services," 
he  warns. 

Pilots  can  be  a  particular 
frustration.  As  Salim  Jetha,  CEO  at 


buying  group  Avicenna,  says:  "We 
seem  to  spend  a  hell  of  a  lot  of 
money  doing  trials  -  if  other  PCTs 
have  done  similar  work,  use  their 
data  and  come  to  a  speedy 
conclusion." 

But  aside  from  sharing  data, 
where  do  we  go  from  here? 

The  answer  must  come  from 
nationally  agreed  enhanced 
services,  experts  and  pharmacy 
bodies  agree.  National  services 
would  mean  fairer  pay  and  could 
mean  that  all  pharmacies  can 
deliver  the  services,  eliminating 


another  spending  problem. 

As  Mr  Jetha  points  out:  "Within 
each  PCT,  services  are  only  offered  to 
a  handful  of  contractors  and  not  to 
all  willing  providers.  In  some  cases 
it's  the  same  few,  merely  because 
they  open  longer  hours.  I  believe  all 
patients  have  rights  to  services  and 
that  they  should  be  available  to  all 
contractors." 

To  get  this  resolution,  all  eyes  have 
turned  to  PSNC.  Ms  Lau  says  the 
committee  and  the  Department  of 
Health  must  make  it  a  priority  to 
address  this,  and  Mr  Harwood  says 
that,  while  clinical  services  were 
presented  some  time  ago  as  "PSNC's 
big  idea",  things  have  not  developed 
adequately  in  the  real  world. 
"Ultimately  PSNC  needs  to  push  for 
this  -  they  pushed  for  this  contract 
and  we're  not  getting  anywhere  near 
what  we  should  be  from  it,"  he  says. 

PSNC's  head  of  NHS  services 
Alastair  Buxton  says  such  national 
funding  is  very  much  on  the 
committee's  agenda.  And  indeed 
negotiations  on  some,  such  as  a  first 
prescription  service  for  patients  with 
long-term  conditions,  are  ongoing. 
But  Mr  Buxton  warns  the  challenge  is 
great,  especially  given  how  small 
enhanced  service  income  is  relative 
to  overall  turnover  at  the  moment. 

"There's  got  to  be  a  huge  change 
to  move  to  a  position  where 
enhanced  services  form  a 
substantial  amount  of  funding  and 
give  significant  financial  incentives," 
he  says. 

It  seems  things  are  moving  in 
the  right  direction,  at  least,  but 
timeliness  could  also  be  vital,  as  NHS 
changes  to  commissioning  could 
cause  further  problems.  As  James 
Lindsay,  head  of  corporate  relations 
at  AAH,  says:  "There  is  also  the  risk 
that  [some]  schemes  could  fall  victim 
to  budget  cuts  or  inaction  as  PCTs 
transition  their  responsibilities  to  GP- 
led  consortia." 

So  contractors  and  the  rest  of  the 
sector  will  have  to  hope  some 
agreements  on  national  services  are 
reached  sooner  rather  than  later. 


For  more  analysis  on  the 
PCT  Investigation  see 
pages  22-24 
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Benefit  from  automation. 

With  the  CONSIS  robotic  dispensing 

solutions  from  Willach. 


Visit  Willach  at  Stand  B80  at  the 

Pharmacy  Show 

lOlh  -  1  lth  October  2010  /The  NEC  Birmingham 


For  every  pharmacy  the  right  prescription. 


Automation  is  now  within  the  reach  of  any  size  of 
pharmacy.  With  prescription  numbers  rising,  and  the 
increasing  importance  of  pharmacy  services,  there 
is  the  need  to  improve  efficiency  in  daily  routines. 
A  pharmacy  needs  to  review  its  dispensary  setup  to 
free  up  staff  time. 

CONSIS  robotic  dispensing  solutions  offer: 

•  a  cost  effective  way  to  automated  dispensing 

•  an  individual  solution  for  any  type  of  pharmacy 

•  a  fully  automated  labelling  solution 

•  a  considerable  increase  in  dispensing  accuracy 

Learn  more  about  efficient  storage  and  dispensing 
solutions  and  how  Willach  can  help  to  put  your 
pharmacy  into  pole  position  for  future  success. 

Contact  us  for  an  individual  consultation: 
Tel.  01216  355  025  www.willach.com 


Willach   Pharmacy  Solutions 


(light  liquid  paraffin) 


Further  information  is  available  from  Stiefel,  a  GSK  company, 
Stockley  Park  West,  Uxbridge.  Middlesex  UB1 1  1BT. 
Oilatum  is  a  registered  trademark  of  Stiefel,  a  GSK  company 

Prescribers  should  consult  the  Summary  of  Product  Characteristics 
before  prescribing,  particularly  in  relation  to  side  effects,  precautions 
and  contraindications 


Adverse  events  should  be  reported.  Reporting  forms  and  information  can  be 
found  at  www.yellowcard.gov.uk.  Adverse  events  should  also  be  reported  to 
Stiefel,  a  GSK  company,  on  0800  221  441. 
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OPINION 


What  do  you  think? 

haveyoursay@chemistanddruggist.co.uk 


Division  of  pharmaceutical  church  and  state 


"IF  THIS  IS  HOW  OUR  OWN 
SOCIETY  WAS  PREPARED  TO 
TREAT  THE  MEMBERS  THAT 
FORMED  AND  FUNDED  IT, 
DISSOLUTION  COULDN'T 
HAVE  COME  SOON  ENOUGH' 


Our  new  professional  regulator,  the  General 
Pharmaceutical  Council  (CPhC),  didn't  waste 
much  time  flexing  its  new-found  muscles  last 
week.  Within  hours  of  taking  over  from  the  RPSCB, 
it  released  an  insightful  breakdown  of  how  the 
previous  regime  had  dealt  with  the  discipline  of  its 
members  -  and  if  I'm  honest,  it  doesn't  make  for 
comfortable  reading. 

It's  bad  enough  that  the  CPhC's  due  diligence 
report  revealed  that  a  day's  disciplinary  hearing  at 
the  old  Society  could  cost  up  to  £24,000  -  an 
obscene  sum,  twice  the  reported  Home  Office 
costs  for  a  day's  Crown  Court  trial  -  or  that  the 
price  for  hospitality,  someone  to  take  shorthand 
notes  and  room  hire  was  £2,000,  when  we  own  a 
whole  building  at  Lambeth. 

Most  damning  is  the  CPhC's  decision  to  bring 
in  procurement  experts  as  it  clearly  believes 
it  can  increase  the  value  for  money.  But  there 
was  an  aspect  of  this  machinery  that  is  even 
worse.  While  I  can  accept  the  cost  of  the 
investigative  and  disciplinary  process,  there 
is  no  justification  for  the  tortuous  delays 
highlighted  in  the  report. 

Sometimes  a  pharmacist  does  not  maintain  the 
expected  standard  of  performance  -  perhaps 
through  an  inconsequential  dispensing  error,  or  a 
technical  irregularity,  and  just  occasionally 
someone  has  a  rush  of  blood  to  the  head  and 
decides  to  start  selling  MST  at  a  car  boot  sale  -  so 
regrettably,  disciplinary  investigations  are  a  sad 


necessity.  We've  all  been  visited  by  the  inspector, 
and  all  know  the  irrational  panic  that  breaks  out 
when  the  suit  and  briefcase  walk  through  the  door 
Therefore  it  was  important  that  as  members  of  a 
professional,  self-regulating  body  -  one  with  a 
royal  charter  no  less  -  we  believed  disciplinary 
cases  themselves  were  handled  in  the  same  ethical 
and  professional  manner  that  is  demanded  of  the 
members'  performance. 

So  for  a  professional  clinician  -  presumed 
innocent  until  or  unless  investigation  proves 
otherwise  -  to  have  an  investigation  hanging  over 
them  for  15  months  before  any  possible  resolution 
is  a  disgrace.  And  for  serious  complaints  to  take 
almost  four  years  to  reach  disciplinary  committee 
holds  up  the  old  Society  for  scorn  and  ridicule  in 
the  eyes  of  all  those  involved,  especially  the  public 
and  other  healthcare  professionals. 

Until  recently  I  wasn't  a  proponent  of  this 
division  of  pharmaceutical  church  and  state,  but  if 
this  is  how  our  own  Society  was  prepared  to  treat 
the  very  members  that  formed  and  funded  it, 
dissolution  couldn't  have  come  soon  enough. 

I  also  never  thought  I  would  be  reassured  to 
see  the  smiling  face  of  Helen  Cordon  in  C+D  as 
she  promises  us  a  "very  different"  leadership  body 
-  god  knows  we  need  it.  I  heard  last  week  that  Earl 
Howe  and  the  Department  of  Health  are  still 
listening,  and  are  receptive  to  the  voices  of  our 
national  clinical  directors,  so  just  maybe  things 
will  be  "very  different". 


The  power  of  a  pharmacy  research  network 


Do  me  a  favour.  Pick  a  busy  day  in 
the  next  week  and  count  how  many 
prescribed  items  you  dispense  that 
day,  and  how  many  of  them  have  'as 
directed'  on  them.  Send  the  number 
to  me  at  n.barber@pharmacy.ac.uk. 

Why  do  I  want  to  know?  Well,  I 
am  part  of  a  team  studying  the 
prescribing  error  rate  of  GPs.  We 
have  pharmacists  digging  out  a 
random  sample  of  notes  from  a 
small  number  of  CP  surgeries.  We 
had  a  case  review  yesterday  and 
there  were  a  number  of  cases  in 
which  the  prescription  just  said  'as 
directed'  -  in  some  it  could  have 
been  really  important  the  patient 
knew  what  to  do,  in  others  less  so. 

We  all  know  how  easy  it  is  to 
leave  the  doctor's  surgery  and  find 
we  have  forgotten  some  detail  by 
the  next  day.  What  must  it  be  like 
for  patients,  particularly  when  it 
matters  most  -  those  cases  of 
serious  illness  where  worry  saps  the 
memory?  How  many  of  them  are 
left  wondering  if  they  are  doing  the 


right  thing?  So,  if  you  have  the  time 
and  the  inclination,  you  could  also 
ask  some  of  the  patients  with  'as 
directed'  on  their  medicines  if  they 
could  tell  you  what  the  directions 
were.  Count  those  who  seem  to  know 
and  those  who  don't  or  are  unsure, 
and  send  me  that  data  as  well. 

There  is  a  lot  about  community 
pharmacy  that  has  never  been 
recorded.  You  know  it  because  you 
do  it.  Patients  know  some  of  it.  But 
the  people  who  have  the  money  - 
the  future  CP-led  commissioning 
bodies  -  know  little  or  nothing  of  it. 
How  many  people  use  a  pharmacy 
every  day?  How  many  patients  are 
given  health  advice  by  the  pharmacy 
team  every  day?  How  often  do  we 
have  to  contact  the  surgery  to  clarify 
a  prescription? 

It  is  little  use  telling  commissioners 
what  you  do  as  you  will  hardly  be 
seen  as  impartial.  But  what  if  there 
were  some  form  of  evidence?  In  the 
land  of  evidence-based  healthcare 
the  data-rich  person  is  king.  Strong 


evidence  -  derived  from  random 
samples  and  collected  in  a  way  that 
avoids  bias  -  carries  most  weight, 
but  it  takes  money  and  time  to 
collect  it.  There  is  space  for  us  to 
generate  information  that  helps 
shape  peoples'  understanding  of 
what  we  do,  and  can  be  the 
foundation  for  research  to  generate 
stronger  evidence  in  the  future. 

I'll  analyse  what  you  send  in  and 
let  you  know  the  results.  Who 
knows,  this  could  be  the  start  of  us 
building  up  a  community  pharmacy 
research  network! 

Professor  Nick  Barber,  Centre  for 
Medication  Safety  and  Service 
Quality,  The  School  of  Pharmacy, 
University  of  London 


Could  evidence  sway  the 
commissioning  groups? 

haveyoursay@ 
chemistandruggist.co.uk 


"A  LOT  ABOUT 
PHARMACY  HAS 
NEVER  BEEN 
RECORDED  -  GP-LED 
COMMISSIONING 
BODIES  KNOW  LITTLE 
OR  NOTHING  OF  IT" 
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Inflammatory 
bowel  disease  pt2 

Six  treatment  options  for  managing 
Crohn's  disease  and  ulcerative  colitis 


GENUS  PHARMACEUTICALS 


Russell  Greene  MRPharmS 

The  general  aims  of  management  in  inflammatory 
bowel  disease  (IBD)  are  to  treat  acute 
exacerbations  promptly,  and  control  the  disease 
long  term.  For  most  patients  with  ulcerative  colitis 
(UC),  medical  treatment  is  sufficient  to  achieve 
these  goals.  Patients  with  Crohn's  disease  often 
require  surgery.  However,  while  a  colectomy 
(surgical  removal  of  the  colon)  can  be  regarded  as 
definitive  in  patients  with  UC,  a  patient  with 
Crohn's  is  never  regarded  as  cured. 

The  auto-immune  and  chronic  inflammatory 
nature  of  IBD  means  the  principal  drugs  used  are 
anti-inflammatory  and  immunomodulatory. 
Currently  there  is  no  definitive  set  of  official 
guidelines  covering  all  aspects  of  management  and 
experience  is  continually  informing  practice;  the 
management  of  Crohn's  is  tailored  to  each  patient 
by  a  specialist,  based  on  the  severity  of  the  disease, 
lesion  site(s),  complications  and  previous  response 
to  therapy. 

1 .  Aiitiiiosaliciglcites 

The  aminosalicylates  are  the  traditional  mainstay 
drugs  for  IBD.  Sulfasalazine  was  one  of  the  first 
targeted  therapy  drugs  explicitly  designed  for 
any  disease,  as  the  aetiology  of  UC  was 
originally  thought  to  involve  colonic  infection. 
Unfortunately,  it  turns  out  that  infection  is  not  an 
essential  component  of  UC.  Furthermore, 
sulfipyridine  is  responsible  for  far  more  adverse 
effects  than  the  salicylate  component,  and  it  is 
now  being  replaced  by  modern  agents  containing 
only  salicylate.  Enteric  coating  is  used  to  minimise 
the  upper  CI  side-effects  of  sulfasalazine,  but 
toxicity  from  absorbed  sulphonamide  can  still 
occur,  causing  skin  reactions  and  liver  problems. 

Mesalazine  is  5-aminosalicylic  acid,  and 
available  as  a  range  of  (non-interchangeable) 
modified  release  oral  preparations  with  different 
release  characteristics,  as  well  as  rectal  foams, 
suppositories  and  enemas  for  distal  colonic 
disease.  Other  drugs  used  include  the  pro-drug 
balsalazide  (inert  carrier)  and  the  dimer  olsalazine 
(split  in  the  colon). 

Aminosalicylates  have  a  role  in  both  the 
induction  and  maintenance  of  remission  in  UC,  but 


are  not  generally  useful  in  Crohn's  disease.  The 
choice  of  drug  depends  initially  on  patient 
tolerance,  with  the  site  of  the  lesions  dictating  the 
optimal  formulation.  In  general,  local  therapy  with 
rectal  preparations  is  only  useful  for  rectal  or  distal 
colonic  disease. 

The  most  common  adverse  effect  is  CI 
disturbance  (including  possible  diarrhoea  with 
temporary  exacerbation  of  colitis),  but  blood 
dyscrasias  and  renal  impairment  may  also  occur, 
and  sulfasalazine  can  cause  oligospermia  and 
subfertility  in  men. 

Aminosalicylates  should  be  avoided  in  patients 
with  salicylate/aspirin  sensitivity. 

2.  Steroids 

Corticosteroids  offer  both  a  substantial  potential 
benefit  and  considerable  risk  in  many  severe 
inflammatory  conditions.  Short  courses  of 
systemic  steroids  can  be  life-saving  in  severe 
acute  exacerbations  of  IBD  (which  can  make 
patients  seriously  dehydrated,  malnourished 
and  debilitated).  However,  they  should  be 
reduced  as  soon  as  possible  to  avoid  the  long- 
term  side  effects  of  treatment.  These  include 
immunosuppression,  hypertension,  diabetes, 
weight  gain,  pituitary  suppression  and 
osteoporosis. 

Unfortunately,  some  patients  become  steroid- 
dependent,  with  their  condition  relapsing  when 
steroids  are  stopped.  In  such  cases  other 
immunosuppressants  are  combined  for  a 
steroid-sparing  effect,  to  try  to  bring  the  oral 
steroid  dose  down  to  the  equivalent  of  8mg  daily 
of  prednisolone  or  less.  At  this  dose,  which  is 
approximately  equivalent  to  natural  daily 
corticosteroid  secretion  levels,  side  effects  are 
greatly  reduced. 

As  with  aminosalicylates,  many  steroid 
formulations  are  available,  including  intravenous, 
oral  and  rectal  preparations.  Rectal  application 
not  only  allows  high  local  drug  levels,  but  reduces 
the  total  absorbed  dose,  helping  to  minimise 
side  effects. 

As  modified-release  budesonide  achieves  its 
maximum  levels  in  the  distal  ileum  and  ascending 
colon,  it  is  suitable  for  treating  Crohn's.  It  also  has 
the  additional  benefit  of  extensive  first-pass 
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Need  to  know:  treatment  plans  for  tackling  ulcerative  colitis  and  Crohn's  disease 


Acute  treatment 

Mild  attacks  of  UC  may  be  managed 
conservatively,  with  judicious  use  of  short- 
term  anti-diarrhoeals  and  fluid  replacement. 
Disease  restricted  to  the  distal  colon  or  rectum 
may  be  treated  with  local  aminosalicylates 
and/or  steroids. 

More  severe  attacks  and  those  in  the  proximal 
colon  require  oral  therapy  with  aminosalicylates, 
possibly  supplemented  with  short-term  steroids 
(eg  budesonide),  although  the  efficacy  of  the 
latter  is  uncertain. 

Oral  steroids,  if  needed,  should  be  given  as 
high-dose  pulse  therapy,  eg  up  to  60mg 
prednisolone  daily  for  five  days,  tailing  off  over 
four  to  eight  weeks. 

In  Crohn's,  aminosalicylates  are  less  effective 
and  steroids  are  required,  with  the  dose  form 
determined  by  the  site  and  severity  of  the 
disease;  Crohn's  will  usually  require  systemic 
therapy.  Attention  to  patients'  nutrition  and 
monitoring  for  possible  anaemia  is  essential. 

Resistant  cases  of  either  UC  or  Crohn's  require 
hospitalisation.  Intravenous  steroids,  eg  100mg 
hydrocortisone  six-hourly,  are  essential.  If 
control  is  not  achieved,  or  the  disease  is 


metabolism  once  absorbed,  reducing  systemic 
side  effects. 

immunomodulators 

Traditional  cytotoxic  immunosuppressants  such 
as  azathioprine,  mercaptopurine  and  methorexate 
are  non-specific  and  quite  toxic.  They  reduce  the 
proliferation  of  various  leucocyte  immune  cells, 
but  the  same  action  in  the  bone  marrow  depresses 
the  production  of  platelets,  neutrophils  and,  in  the 
long  term,  red  blood  cells.  Therefore  potentially 
dangerous  side  effects  include  bleeding  disorders, 
susceptibility  to  infection  and  anaemia. 

Azathioprine  is  metabolized  byTPMT 
(thiopurine  methyltransferase).  Some  patients  are 
deficient  in  this,  resulting  in  severe  bone  marrow 
depression  at  normal  doses.  Therefore  TPMT  status 
should  be  checked  before  starting  therapy. 

These  agents  act  synergistically  with  both 
aminosalicylates  and  steroids,  although  doses 
should  be  carefully  monitored  with  regular  full 
blood  counts.  They  are  used  to  supplement 
aminosalicylates  when  maximal  doses  are  not 
sufficiently  effective,  and  to  allow  reduced  doses  in 
steroid-dependent  disease.  They  are  used  in 
induction  and  maintenance,  in  both  UC  and 
Crohn's  disease. 

The  more  specific  ciclosporin  and  tacrolimus  are 
sometimes  indicated  for  short  periods. 

A.  Specific  immunomodulators 

The  development  of  cytokine  tumour  necrosis 
factor  inhibitors  (antiTNFs)  has  substantially 
improved  the  management  and  prognosis  of  IBD, 
especially  in  Crohn's  disease.  TNF  plays  a  major 
role  in  the  damaging  inflammatory  process  and 
these  agents  have  been  extremely  successful  at 
inducing  remission  where  other  agents  have  failed. 
Adalimumab  is  only  licensed  in  Crohn's  disease, 


chronically  active,  immunomodulators  may  be 
added.  The  BNF  recommends  ciclosporin  as  the 
next  step  for  UC  and  cytotoxics  (eg  azathioprine) 
for  Crohn's. 

If  all  else  fails,  TNF  inhibitors  are  required, 
given  by  injection  at  intervals  of  several  weeks. 
Infliximab  is  also  recommended,  along  with 
antibiotics,  in  fistulating  Crohn's  disease  not 
controlled  by  other  drugs. 

Maintenance  therapy 

In  UC,  long-term  maintenance  therapy  is  usually 
necessary  for  the  majority  of  patients.  They 
should  be  cared  for  under  the  guidance  of 
specialist  gastroenterology  teams,  although  once 
stabilised  treatment  can  be  delegated  to  their 
GP.  General  health,  nutrition,  monitoring  for 
anaemia  and  possibly  stoma  care  also  need  to 
be  considered. 

Many  UC  patients  can  be  successfully 
controlled  on  moderate  doses  of 
aminosalicylates.  Sulfasalazine  is  a  cheap  option 
but  is  not  well  tolerated  by  some  patients,  in 
which  case  the  newer  variations  and 
formulations  should  be  used.  Gastrointestinal 
upsets  are  potentially  confusing  side  effects. 

while  infliximab  is  licensed  in  both  Crohn's  and 
UC.  The  main  drawbacks  are  the  cost  of  therapy 
and  the  need  for  injection  (intravenous  for 
infliximab,  subcutaneous  for  adalimumab),  but 
doses  are  infrequent.  The  principal  side  effect  is  a 
predisposition  to  infection,  especially  tuberculosis 
reactivation.  They  are  also  antigenic,  and  may 
cause  hypersensitivity  reactions. 

Acute  gastrointestinal  complications  such  as 
fistulas,  abscesses,  perforation  and  megacolon 
can  cause  peritonitis  and  septicaemia,  requiring 
antimicrobials.  Metronidazole  is  favoured  because 
anaerobic  organisms  are  usually  involved. 
Ciprofloxacin  is  also  used. 

6.  Surgery 

Surgery  may  result  in  temporary  or  permanent 
solutions.  Short  sections  of  diseased  gut  above  the 
rectum  may  be  excised  (resection)  and  the  ends 
rejoined  (anastomosis),  thereby  preserving 
rectal/anal  function.  However,  relapse  at  other 
sites  usually  follows  surgery  in  Crohn's  disease,  so 
surgery  is  delayed  as  long  as  possible  to  prevent 
repeated  operations  with  their  attendant  risks. 

In  some  patients  who  undergo  resection,  a 
pouch  may  be  constructed  above  the  rectum  as  a 
sort  of  reservoir  to  reduce  faecal  urgency  and 
enable  a  close  approximation  to  normal  bowel 
function.  Sometimes  a  temporary  stoma  may  be 
made,  with  anastomosis  performed  later  once 


Renal  function  should  be  checked  before  long- 
term  therapy,  and  patients  should  be  warned  to 
watch  for  signs  of  bone  marrow  suppression  (eg 
bruising,  sore  throat). 

Oral  steroids  should  be  avoided  because  of 
long-term  side  effects,  although  some  patients 
nevertheless  become  steroid  dependent. 
However,  for  distal  or  rectal  disease,  local  steroid 
therapy  with  foam  or  enemas  will  be  helpful. 
Other  drugs  may  need  to  be  added  to  achieve 
control,  following  the  sequence  used  in  acute 
disease.  Some  more  resistant  patients  may 
require  an  infliximab  injection  every  eight  weeks. 

In  Crohn's,  aminosalicylates  are  less  effective 
for  maintenance,  although  modified  release 
mesalazine  may  be  tried  in  ileitis  because  it  is 
released  in  the  distal  small  bowel.  Once  again, 
oral  steroid  maintenance  therapy  should  be 
avoided. 

Immunomodulators  may  be  required  to 
maintain  remission,  or  as  steroid-sparing  agents 
in  steroid-dependent  patients,  with 
methotrexate  the  recommended  treatment.  A 
minority  of  patients  may  require  infliximab 
maintenance.  Patients  with  Crohn's  disease  who 
smoke  should  be  encouraged  to  stop. 

the  bowel  has  recovered.  However,  it  will  not 
always  be  possible  to  avoid  constructing  a 
permanent  stoma. 

Other  therapies 

Other  important  therapeutic  considerations  are 
nutrition  and  fluid  and  electrolyte  balance.  During 
an  acute  attack  of  IBD  with  severe  prolonged 
diarrhoea,  the  patient  is  likely  to  be  dehydrated 
and  hypokalaemic,  and  possibly  acidotic  (because 
of  bicarbonate  loss).  This  may  require  intravenous 
fluid  and  electrolytes,  and  possibly  total 
parenteral  nutrition  and  blood  transfusion 
followed  by  low  residue  oral  nutrition  when 
tolerated.  It  is  unclear  whether  low  or  high  residue 
diets  significantly  help  in  maintenance. 

Care  must  be  taken  with  antidiarrhoeal, 
antimotility  and  antispasmodic  therapy.  While 
they  may  be  used  in  the  very  short  term  for 
convenience,  they  must  be  avoided  in  acute 
attacks  as  they  may  cause  paralytic  ileus,  retention 
of  toxins  and  possibly  megacolon. 

Russell  Greene  MRPharmS  is  a 
pharmaceutical  writer  and  consultant,  and 
former  senior  lecturer  in  clinical  pharmacy, 
King's  College,  London 

Download  a  CPD  log  sheet  that  helps  you 
complete  your  CPD  entry  when  you 
successfully  complete  the  5  Minute  Test  for 
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Inflammatory  bowel  disease:  part  2 


Step  2 

Access  the  5  Minute  Test  questions  on  tf 
www.chemistanddruggist.co.uk/myc 


What  are  the  side  effects  of  sulfasalazine?  Which 
antibiotics  are  used  to  treat  acute  CI  complications? 
Why  should  anti-diarrhoeal  and  antispasmodic  therapy 
be  used  with  care  in  IBD? 

This  article  describes  the  management  of  IBD 
including  treatment  of  acute  attacks  and  maintenance 
of  remission.  It  includes  information  about  the 
drugs  used  such  as  aminosalicylates,  steroids, 
immunosuppressants  and  TNF  inhibitors. 

•  Revise  your  knowledge  of  the  drugs  used  to  treat  IBD 
including  doses  and  side  effects  from  Section  1.5  Chronic 
bowel  disorders  in  the  BNF  and  the  NHS  Choices  website 
at  http://tinyurl.com/colitis03. 

•  Read  the  MUR  tips  on  ulcerative  colitis  on  the  C+D 
website  at  http://tinyurl.com/colitis04. 

•  Find  out  more  about  special  diets  and  IBD  and  foods 
that  can  cause  bloating  from  the  Life  and  IBD  website  at 
http://tinyurl.com/colitis05. 

•  Read  the  information  leaflets  about  coping  with 
diarrhoea  and  wind  on  the  National  Association  for 
Colitis  and  Crohn's  website  at  http://tinyurl.com/ 
colitis06  and  http://tinyurl.com/colitis07.  Print  out  any 
information  that  might  be  useful  for  your  patients. 

Are  you  now  familiar  with  the  drugs  used  in  the 
treatment  of  acute  exacerbations  and  maintenance  of 
remission  in  IBD?  Could  you  advise  patients  with  IBD 
about  their  treatment? 


Registering  for  Update  2010  costs  £37.60  (inc  VAT)  and  can  be  done  easily 
at  www.chemistanddruggist.co.uk/update  or  by  calling  0207  921  8425. 

Signing  up  also  ensures  that  C+D's  weekly  Update  article  is  delivered 
directly  to  your  inbox  free  every  week  with  C+D's  email  newsletter. 

Get  a  CPD  log  sheet  for  your  portfolio  when  you  successfully  complete 
the  5  Minute  Test  online. 


Practical  Approach 


Mother's  decline  is  concerning  daughter 


At  the  Update  Pharmacy,  Anne 
Ferguson  presents  a  prescription  and 
asks  to  speak  to  the  pharmacist 
David  Spencer. 

"As  you  can  see,"  says  Anne,  "this 
script  isn't  for  me  this  time,  it's  for 
my  mum.  She's  staying  with  us  for  a 
couple  of  weeks." 

"I  see,"  says  David.  "And  how  has 
she  been  lately?" 

"Actually,  I'm  a  bit  worried  about 
her,"  Anne  replies.  "She's  still  living 
on  her  own  and  we  haven't  seen  her 
in  a  while,  but  she  seems  to  have 


gone  downhill  since  we  saw  her  last." 

"What  makes  you  think  that?" 
David  asks. 

"Well,  she  seems  rather  lethargic 
and  groggy,  and  gets  confused 
sometimes.  She  hasn't  got  much  of 
an  appetite,  says  she  feels  cold  all  the 
time,  and  she's  constipated.  On  top 
of  that,  her  hair  is  getting  thin,  her 
face  looks  puffy  and,  strangely,  she's 
got  sort  of  dandruff  on  her  skin,  with 
flakes  coming  off  all  the  time.  Do  you 
think  all  this  could  just  be  due  to  her 
age,  she  is  79  after  all?  Or  something 
to  do  with  her  medicines,  perhaps, 
she's  on  quite  a  lot?" 

David  looks  at  the  script,  which  is 
for:  amlodipine  lOmg  od,  simvastatin 
40mg  on,  aspirin  75mg  om, 
perindopril  4mg  od,  mirtazepine 
45mg  on,  atenolol  50mg  on. 

David  suggests  that  Anne  bring  in 
her  mother  for  a  medication  review. 
With  a  look  of  relief,  Anne  agrees 
immediately. 

At  the  review,  Anne's  mother 
explains  to  David  that  mirtazepine 
was  first  prescribed  for  panic  attacks 
following  her  husband's  death  five 
years  ago.  She  has  been  taking  the 
other  medicines  for  more  than  10 
years,  except  perindopril,  which  was 


first  prescribed  a  few  months  ago. 
She  also  adds  that  the  doctor  had 
said  her  blood  pressure  was  now 
under  control. 


1.  Although  David  did  not  think 
the  lady's  medicines  were  the 
main  cause  of  her  symptoms,  he 
decided  to  contact  her  CP 
concerning  a  couple  of  prescribing 
issues.  What  were  they? 

2.  What  did  David  think  that  the 
main  cause  of  the  lady's 
symptoms  might  be? 


1.  The  mirtazepine  dose  is  the 
maximum  recommended  and  might 
be  contributing  to  her  lethargy. 
David  suggested  reducing  the  dose 
and  possibly  even  withdrawing  the 
drug  gradually.  He  also  suggested 
that  with  the  apparent  success  of 
the  perindopril  in  controlling  the 
lady's  blood  pressure,  atenolol  may 
no  longer  be  required  and  might  be 
gradually  withdrawn  as  a  trial.  The 
medications  that  the  patient  takes 
can  produce  side  effects  similar  to 
several  of  her  symptoms,  but  as 
she  has  taken  the  drugs  for  many 


years  they  are  not  a  likely  cause. 
2.  Hypothyroidism.  David  suggested 
to  the  CP  that  he  check  or  recheck 
the  lady's  thyroid  hormone  levels  as 
her  symptoms  correspond  to  those 
of  this  condition,  which  include 
among  others:  tiredness;  lethargy; 
intolerance  to  cold  and  cold  hands 
and  feet;  dry  coarse  skin;  hair  loss; 
slowing  of  intellectual  activity,  eg 
poor  memory  and  difficulty 
concentrating;  constipation; 
decreased  appetite  with  weight  gain; 
puffy  face,  hands  and  feet. 

Reference 

?  Allen,  M.  Thyroid,  side  effects  or 
old  age?  Chemist+Druggist  2008; 
October  4:17-19. 


Got  an  idea  for  a  Practical 
Approach  scenar  io  or  would  you 
like  to  write  one?  Email  your 
suggestion  to:  haveyoursay@ 
chemistanddruggist.co.uk 


For  more  Practical  Approach 
scenarios,  go  to  www.chemist 
anddruggist.co.uk/practical 
approach 
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Chief  concerns 

C+D  blogger  Ravi  Patel  (opposite,  left)  puts  your  questions  to  RPS  chief  executive 
Helen  Gordon,  the  woman  charged  with  delivering  the  leadership  body  you  want 


What  will  the  new  RPS  offer  that  we  are 
not  already  getting? 
Patricia  Ojo,  Day  Lewis,  Bromley,  Kent 
There'll  be  a  range  of  services  that  are 
already  in  place  but  will  be  developed  over 
time  and  hopefully  feel  a  lot  different.  For 
example,  a  more  extensive  and  joined-up 
approach  to  supporting  pharmacists  when  they 
phone  up  wanting  guidance,  advice,  signposting 
to  other  services,  career  advice;  all  of  this  is 
expanding  and  will  be  very  much  tailored  to 
the  personal  caller  in  a  way  that  perhaps  was 
departmentalised  before  or  felt  fragmented  We 
know  already  from  some  of  the  callers  that  it's 
feeling  better. 

Then  there'll  be  some  more  work  we  can  do 
together  with  other  colleagues,  particularly 
thinking  about  [independent  review  body]  Medical 
Education  England  (MEE),  looking  at  a  framework 
of  competency  development  and  credentialling. 
Again,  it  feels  there's  some  really  good  work  going 
on  but  it's  not  actually  joined  up.  So  there  are 
new  pieces  of  work  that  will  emerge  there,  and 
we'll  constantly  be  listening  to  members  and 
tailoring  what  we  do  in  accordance  with  what 
members  want. 

There's  room  for  further  developments;  for 
example,  I've  been  asked  for  more  standards  and 
guidance  for  practice.  The  other  thing  I'm  being 
asked  for  is  a  more  powerful  national  voice  on 
pharmacy  professional  issues,  and  that  will  be 
different  -  bigger,  louder 


What  about  that  united  voice  on 
dispensing  machines  in  supermarkets? 
Ravi  Patel,  C+D  blogger  and  locum  pharmacist 
The  national  voice  from  us  is  that  the 
pharmacist  is  the  expert  in  medicines, 
notwithstanding  that  there  will  be  challenges  to 
the  model  of  service.  So  what  we're  at  one,  we 


CPD  Reflect  •  Plan  •  Act  •  Evaluate 

Tips  for  your  CPD  entry  on  NHS  reform 

REFLECT 

Do  1  understand  how  proposed 

NHS  reforms  could  affect  me  and 

the  profession? 

PLAN 

Read  the  RPS's  draft  responses 

to  the  NHS  white  paper  at 

www.rpharms.com 

ACT 

Respond  to  the  RPS  with  your 

views. 

EVALUATE 

Do  1  better  understand  how 

proposed  NHS  reforms  could 

affect  me  and  the  profession,  and 

how  1  can  influence  change? 

hope,  with  pharmacists  on  is  this  absolute 
passion  that  you  are  the  experts  in  medicines  - 
and  that,  therefore,  you  need  to  be  there  at  the 
patient  interface. 

But  almost  if  not  every  pharmacist  in 
the  country  would  not  agree  with 

dispensing  machines.  Couldn't  the  RPS  have 

a  united  voice  to  squash  that? 

Ravi  Patel 

There  are  a  variety  of  views  on  this.  We're 
hearing  some  concerns  -  some  loud 

concerns  -  about  automation.  Equally,  I'm 

hearing  from  other  groups  support  for  it,  as  long 

as  there's  still  access  to  professional  advice. 
We're  at  a  very  early  stage  as  a  new  body,  and  I 

think  listening  to  what  our  members  have  to  say 

on  such  issues  is  the  first  step. 

How  will  the  RPS  improve  the  public's 
understanding  of  pharmacists'  role? 

Elaine  Tang,  Co-operative  Pharmacy, 

Hyde,  Cheshire 


There's  still  far  more  to  be  done  to  ensure 
that  the  public  and  also  a  whole  range  of 
healthcare  professionals  understand  the  value 
of  the  pharmacist.  You  undoubtedly  know 
more  about  medicines  than  any  other  health 
professional  and  still  this  is  a  message  that 
isn't  understood. 

Through  our  national  work  speaking  out  for 
the  profession  and  working  across  a  variety  of 
health  organisations  to  promote  the  role  and 
provide  evidence  about  the  impact  of 
pharmacists,  this  is  where  we'll  need  and  would 
want  to  work  with  frontline  pharmacists  -  throug 
the  LPFs  [RPS  local  practice  forums]  -  to  gather 
even  more  evidence  about  the  impact  that 
pharmacists  make  to  the  health  of  patients. 

The  staff  of  the  RPSGB  has  grown 
immensely  with  time;  are  there  plans  to 

make  the  RPS  leaner  and  meaner? 

Bob  Cartside,  locum 

Even  before  I  started  at  the  RPS  a  huge 
amount  of  change  occurred,  where  jobs 
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Watch  a  video  of  Ravi  Patel's  interview  with  Helen  Gordon 
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for  members 


have  been  reconfigured,  reorganised,  so  that 
actually  we  think  we  have  got  the  right  number 
of  people  for  the  job  in  hand.  But  it  won't  stop 
there;  we'll  be  constantly  evolving  our  internal 
capabilities,  skill  mix,  jobs,  as  the  member 
services  develop,  so  we  can  guarantee  that 
we  will  continue  to  make  sure  that  every 
pound  spent  of  members'  money  is  spent  in  the 
wisest  way. 

The  RPS  has  set  out  its  mission  to 
show  pharmacists  to  be  the  experts 
in  medicines  and  actually  influencing 
prescribing.  In  hospital  I  can  see  that  being 
standard  practice,  but  I  see  it  as  a  fantasy  in 
community  with  the  current  CP-pharmacist 
set-up  How  will  the  R  P  5  c  lange  that? 
Ravi  Patel 

We  need  a  continuing  dialogue  with 
community  pharmacists  about  what  would 
make  a  difference.  We're  playing  really  strongly 
into  the  response  to  the  consultations  on  the 
[NHS]  white  paper,  as  something  we  can 


practically  do  to  ensure  that  we  say  strongly  that 
the  role  of  the  medicines  expert  in  the 
community  is  not  lost  through  the  changes  in  the 
commissioning  of  healthcare 

We  know  that  a  lot  depends  on  good 
relationships  with  the  CPs  and  the  PCTs.  There  are 
economic  changes  that  are  meaning  perhaps 
some  services  may  be  challenged  or  delivered  in  a 
different  way,  but  we've  got  a  real  dialogue  to 
have  with  members  about  how  community 
pharmacists  -  and  pharmacists  in  general  - 
can  continue  to  be  innovative  and  move  and 
change  and  shape  services  together  with  other 
health  colleagues. 

I'm  absolutely  passionate  about  pharmacists 
continuing  to  be  very  influential  in  healthcare 
reform  locally.  We  can  talk  about  that  nationally 
and  lead  a  change,  but  equally  -  probably  through 
LPFs  and  virtual  networks,  and  advice  and  support 
-  trying  to  help  community  pharmacists  have 
those  same  kinds  of  leverages  and  dialogues  with 
their  local  commissioners  is  going  to  be  vital. 

But  will  the  scrapping  of  PCTs  and  GP- 
led  commissioning  not  hinder  the 

bridge-building  you're  suggesting? 

Ravi  Patel 

We're  obviously  concerned  about  that,  and 
part  of  our  response  may  well  be  about  the 
any  willing  provider  clause  -  that  willing  providers 
of  pharmacy  services  are  looked  on  fairly  and 
objectively  alongside  other  healthcare  providers. 
We  feel  very  strongly  about  that. 

How  can  you  ensure  that  the  morale  of 
the  profession  is  raised,  and  how  will 
you  empower  and  support  pharmacists  to 
take  on  the  responsible  pharmacist  (RP)  role? 
Stan  Steadman,  Barlborough  NHS  Treatment 
Centre,  Chesterfield 

I  truly  recognise  that  pharmacists  are  facing 
a  lot  of  workplace  pressure  -  models  of 
healthcare  are  changing,  the  actual  workload, 
accountability  is  evermore  sharpening  -  and  we're 
very  conscious  of  that.  We'd  be  very  interested  to 
hear  about  people's  experiences  or  where  they 
feel  that  they're  finding  it  difficult  to  fully  enact 
their  role  in  a  way  that  they  feel  professionally 
happy  with. 

In  terms  of  morale,  we're  looking  at  ways  of 
providing  practical  support  and  advice  to  people 
when  they  feel  stretched  or  want  to  talk  with 
someone  about  how  to  manage  situations 
differently.  People  are  already  phoning  and  taking 
advantage  of  our  support.  We're  doing  really 
practical  things  like  providing  guidance  and  help 
that  can  be  used  to  empower  the  frontline 
pharmacist,  which  is  what  people  are  asking  for. 


We're  delivering  on  that  but  need  to  expand  on  it. 

In  terms  of  RP,  you'll  be  aware  that  we're  at  a 
point  of  just  listening  to  what  people  have  to  say 
about  that,  and  there  are  a  variety  of  views.  We 
know  that  some  people  are  having  problems  or 
concerns  about  how  they  are  working  with  the 
legislation  at  a  local  level.  But  some  people  are 
very  supportive  of  the  RP  legislation,  so  at  this 
point  in  time  we're  listening  to  what  people 
have  to  say. 

Certainly  there's  sort  of  a  growing  feeling 
that  some  kind  of  appraisal  of  where  we've  got 
to  in  terms  of  enacting  RP  a  year  on  may  be 
worthwhile,  but  we're  at  a  period  of  listening  and 
then  wanting  dialogue  with  other  stakeholders 
about  that.  Meanwhile,  the  English  Board  is 
engaging  in  a  dialogue  with  members  about 
supervision,  and  we'll  see  where  we  get  to  with 
that  in  the  autumn. 

When  you  were  asked  earlier  in  the  year 
to  offer  a  specific  message  for 
community  pharmacy,  you  declined  to 
comment,  Have  you  now  got  a  message  For  us? 
Ravi  Patel 

I  think  that  comment  was  made  before  I'd 
really  started,  and  I'm  sorry  if  that  didn't  go 
down  too  well.  What  I  can  say  now  is  that  I'm 
completely  committed  to  pharmacy. 

I'm  sure  there's  always  more  to  learn  but  I 
believe  I  have  a  good  grasp  of  the  issues  facing  the 
pharmacy  profession  in  the  community,  in  big 
organisations,  small,  locum,  employees. 

So  my  message  is  that  I  am  committed  to 
ensuring  the  Society  delivers  for  you. 

I've  been  in  healthcare  all  my  life.  I've  also 
worked,  in  the  last  five  years,  for  a  professional 
leadership  body.  So  I  have  experience  to  bring  to 
the  role  that  is  valuable.  I  wouldn't  be  doing  this 
job,  particularly  in  the  knowledge  of  the  very  large 
number  of  community  pharmacists  who  are 
members  of  the  Society,  if  I  wasn't  absolutely 
passionate  about  community  pharmacy. 

More  questions  for  the  new  RPS?  Tell  C+D 
what  they  are  and  we'll  ask  them  for  you. 
And,  if  you'd  like  to  take  part  in  a  future  C+D 

reader  interview,  let  us  know. 
Jennifer.richardson@ubm.com 
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The  PCT  lottery 

As  C+D  reveals  the  results  of  the  2010  PCT  Investigation, 
investigation    Zoe  Smeaton  asks  LPCs  to  explain  the  statistics  in  their  areas 


How  to  use  C+D's 
PCT  Investigation 

C+D  conducted  the  PCT  Investigation  by 
sending  out  a  request  for  information,  under 
the  Freedom  of  Information  Act,  to  all  the 
primary  care  trusts  in  England. 

Topics  covered  included  the  spends  on 
pharmacy  services  and  more  detailed 
questioning  on  key  services  such  as  minor 
ailments  and  smoking  cessation. 

This  year  the  full  results  of  the  PCT 
responses  have  been  made  available  online 
via  www.chemistanddruggist.co.uk/pct2010. 
Simply  click  on  your  local  PCT  on  the  map  to 
find  out  how  they  responded  to  C+D's 
questions. 

You  can  then  compare  the  spend  in  your 
area  to  those  of  neighbouring  trusts,  or  read 
our  analysis  of  the  average  results  to  judge 
how  your  PCT  is  faring.  If  you  think  your  trust 
is  underperforming,  you  could  use  this 
evidence  as  part  of  your  negotiations. 

If  the  response  your  trust  has  given  doesn't 
seem  to  match  with  your  own  experiences 
you  could  take  the  matter  up  with  the  trust, 
questioning  their  response.  Don't  forget  to  let 
us  know  the  actual  figures. 

C+D  will  also  be  adding  to  the  data  as 
we  request  more  information  from  health 
trusts,  so  if  there  is  anything  you  think  we 
should  investigate  let  us  know.  And  don't 
forget  to  add  your  views  on  your  trust's 
performance  underneath  the  stories  online 
at  C+D's  website. 

You  can  contact  us  with  your  views  at 
haveyoursay@chemistanddruggist.co.uk 


£1,000  per 
pharmacy 
annual  spend 
on  enhanced 
services 


£2,955  per 
pharmacy 
annual  spend 
on  MURs 


Bucks'  smoking  cessation  win 
oyer  financial  difficulties 


Buckinghamshire  PCT  has  been  struggling  financially,  says  LPC 
chief  executive  Elizabeth  Shepherd.  And  this  could  go  some 
way  to  explaining  the  trust's  position  as  one  of  the  lowest 
reported  spenders  on  pharmacy  enhanced  services  -  averaging 
less  than  £1,000  annually  per  pharmacy  and  well  below  the 
national  average  of  £4,929. 

But  Ms  Shepherd  is  supportive  of  the  work  being  done  in  the 
trust,  saying  the  committee  has  been  working  with  them  to 
help  remove  barriers  to  some  pharmacy  services. 

Pharmacy  smoking  cessation  services  in  the  trust  "have 
traditionally  been  quite  successful",  Ms  Shepherd  says.  And  not 
just  financially  -  although  a  benefit  is  clearly  the  fact  that  the 
committee  has  negotiated  a  possible  maximum  fee  per  patient 
of  £82.  Pharmacists  have  also  performed  well  on  the  service, 
delivering  high  quit  rates. 

And  although  the  trust  has  recently  asked  pharmacists  to 
cover  their  own  training  costs  for  the  service,  to  try  to 
incentivise  them  to  get  the  most  out  of  them,  Ms  Shepherd 
says  she  is  confident  that  proactive  relations  and  developments 
will  continue. 


A  mixed  bag  in  Dorset 

Mike  Hewitson  of  Beaminster  Pharmacy  in  Dorset 
says  he  "can't  quite  put  his  finger  on"  why 
pharmacists  in  the  area  don't  seem  to  be  doing 
many  MURs.  According  to  the  PCT,  the  average 
spend  per  pharmacy  on  advanced  services  was 
just  £2,955  annually,  well  below  the  nationa 
average  of  £4,379. 

Mr  Hewitson  suggests  it  might 
be  to  do  with  the  low  population 
density  in  the  area,  which  leaves 
many  pharmacies  dispensing  low 
volumes  meaning  they  might  not  have  any 
extra  staff,  making  MURs  difficult. 

"The  LPC  has  been  putting  a  lot  of  effort  into 
giving  people  the  skills  they  need  to  do  MURs, 
though,"  he  adds.  And  he  says  he  has  recently 
increased  his  own  number  of  MURs  to  help 
compensate  for  the  "category  M-sized  hole"  in 
his  finances. 

The  trust  also  has  a  number  of  popular 
pharmacy  services  such  as  smoking  cessation, 
which  earn  contractors  up  to  £80  per  quitter 
and  has  seen  more  than  800  people  quit  in  the 
last  year. 


Find  out  how  your  PCT 
is  spending  its  money 
on  our  interactive  map: 

www.chemistanddruggist. 
co.uk/pct2010 


22  Chemist+Dn  09.10.10 


Find  out  how  your  PCT  compares  using  our  interactive  map 
www.chemistanddruggist.co.uk/pct2010 


PROFESSIONAL 


"Their 
response  just 
shows  you 
what  we're  up 
against" 


"It's  not  fantastic  on 
remuneration  but 
we've  sold  the  case 
to  contractors" 


T.ie<"  lyK:  vices? 

NHS  Tees,  which  covers  Hartlepool,  Middlesbrough,  Redcar  and  Cleveland 
and  Stockton-on-Tees  PCTs,  states  in  its  response  to  C+D's  questions  that: 
"The  four  NHS  Tees  organisations  do  not  commission  any  pharmacy 
enhanced  services."  Startling  as  this  may  be,  it  came  as  even  more  of  a 
surprise  to  contractors  in  the  area,  who  say  they  have  been  delivering 
services  such  as  smoking  cessation  and  NHS  health  checks  for  some  time.* 

One  Middlesbrough  LPC  member  tells  C+D:  "Their  response  just  shows 
you  what  we're  up  against.  They're  doing  them  but  they  don't  even  know 
they  are  doing  them." 

Michael  Maguire,  of  Marton  Pharmacy  in  Middlesbrough,  r-ays  he  felt 
pharmacy  services  in  the  area  were  relatively  strong,  although  he  said  there 
had  been  problems  with  getting  paid  on  time.  "There  are  a  lot  of  good  people 
doing  good  work  at  the  PCT  but  sometimes  they  haven't  managed  to  pay  us 
within  a  reasonable  timescale  -  there  seems  to  be  some  slack  in  the  system." 
*C+D  has  tried  to  find  out  which  services  are  commissioned  by  the  PCTs,  but 
has  not  yet  had  this  confirmed. 


Doncaster's  minor 
ailments  masters 


£12.86  per 
patient  minor 
ailments  fee 


For  London  please 
see  next  page 


While  the  average  pharmacy  minor  ailments 
scheme  paid  contractors  a  service  fee  of  just 
£4.16,  at  the  top  of  the  table  Doncaster  offers  a 
fee  of  £12.86  per  patient,  according  to  the  PCT. 

LPC  secretary  Nick  Hunter  explains  that  this  fee 
was  secured  because  the  Doncaster  MAS  goes  a 
little  bit  further  than  most.  The  service  sees 
pharmacists  sitting  down  with  patients  for  a 
consultation  and,  if  appropriate,  enables  them  to 
prescribe  a  range  of  prescription-only  medicines 
under  PCDs.  Conditions  ranging  from  acne  to 
earwax  and  mouth  ulcers  are  covered  by  the 
scheme  and  pharmacies  can  also  input  data  from 
the  consultations  into  a  live  PCT  system. 

"The  fee  reflects  that  input  from  the 
pharmacist,"  Mr  Hunter  explains.  The  service  was 
designed  in  this  way  following  patient  feedback, 
he  adds.  "Patients  said  they  wanted  the 
consultations  to  be  reflective  of  the  ones  they 
have  with  GPs,"  he  says. 

Mr  Hunter  says  the  service  has  had  significant 
uptake,  but  that  in  the  current  climate  the  PCT 
has  had  to  stop  allowing  new  pharmacies  to  start 
offering  the  service.  But  he  hopes  this  should  help 
to  protect  the  existing  service. 


Vascular  risk  success  in  Norfolk  despite  low 
spends  on  enhanced  services 


Norfolk  reported  one  of  the  lowest  spends  on  pharmacy  enhanced  services,  saying  it  had 
spent  just  £150  per  pharmacy  in  the  last  year.  LPC  chief  officer  Tony  Dean  says  he  is 
surprised  by  this  as  he  believes  the  situation  in  the  trust  has  been  comparable  to  those  in 
neighbouring  areas. 

Mr  Dean  suggests  one  reason  could  be  that  the  trust  has  a  lot  of  rural  pharmacies  that 
aren't  able  to  participate  in  the  enhanced  services  and  so  could  be  bringing  averages  down. 
Another  danger  with  added  services  is  that,  once  they  have  been  launched,  people  may 
forget  about  them  and  they  can  "wither  on  the  vine",  he  says. 

As  well  as  a  range  of  enhanced  services,  a  particular  recent  success  story  has  been 
vascular  risk  assessments,  which  Mr  Dean  says  41  pharmacists  are  now  trained  to  provide. 
"It's  not  fantastic  on  remuneration,"  he  says,  "but  we've  sold  the  case  to  contractors."  And 
he  says  a  recent  employee  taken  on  by  the  LPC  will  be  helping  offer  extra  support  to 
contractors  providing  services. 
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CPD 

ZONE 


NICAL  CLINICAL  PROFESSIONAL  BUSINESS 

17  Inflammatory  bowel  part  2        19  Thyroid  problems       20  RPS  chief  quizzed        22  PCT  Investigation 


INVESTIGATION 


pharmacy  annual 
spend  on  MURs 


Westminster  struggles  on  MURs 

For  London  pharmacies  struggling  to  get  their  MUR  numbers  up 
the  problem  could  simply  be  one  of  locality,  according  to 
Prakash  Mahtani,  of  Warwick  Pharmacy  in  Westminster  PCT. 
The  trust  recorded  one  of  the  lowest  average  spends  per 
pharmacy  on  advanced  services,  at  just  £2,968  in  the  year. 

Mr  Mahtani  explains  that  for  many  pharmacies  in  the  trust 
the  customer  base  is  people  who  work  in  the  area,  rather  than 
living  there,  so  pharmacies  often  have  fewer  regular  customers 
than  might  be  expected.  MURs  aren't  suitable  for  such  transient 
customers,  he  adds. 

"It's  an  issue  in  central  London,"  he  says.  "Pharmacy  here  is 
unique  -  this  sort  of  thing  doesn't  apply  to  pharmacies  in  health 
centres  or  suburban  areas." 


£11 ,000  per  pharmacy 
annual  s^ml  op 
enhanced  services 


Islington  wins  top  money 


Chief  officer  of  Camden  &  Islington  LPC  David  Kent  says  it's  good  to  hear 
Islington  PCT  has  reported  one  of  the  highest  spends  on  pharmacy  enhanced 
services.  The  trust  reported  an  average  spend  of  more  than  £11,000  per 
pharmacy  -  well  above  the  £4,929  average. 

It  hasn't  all  been  plain  sailing,  and  Mr  Kent  says  a  pharmacy  flu  vaccination 
scheme  has  been  discontinued  only  this  autumn.  But  he  says  a  pragmatic 
approach  to  service  provision  and  to  the  prices  paid  for  those  services  has 
helped.  Mr  Kent  recommends  going  in  with  a  start  price  well  above  your 
bottom  line  so  the  trust  can  have  some  "wriggle  room",  for  example. 

And  making  sure  someone  at  the  trust  "is  pro-pharmacy  or  at  least 
recognises  pharmacy"  has  been  key,  he  says. 


Commissioning  -  the  focus  now 


After  last  year's  PCT  Investigation,  C+D  hoped 
readers  would  be  able  to  use  the  results  to  start 
negotiating  new  services.  But  with  stories  of 
services  being  decommissioned  already  hitting 
the  headlines  and  more  cuts  on  the  way, 


CPD  Reflect  •  Plan  •  Act  •  Evaluate 


Tips  for  your  CPD  entry  on  local  services 

REFLECT     Do  I  understand  how  local 
enhanced  services  affect  my 
pharmacy  and  patients? 

PLAN         Use  the  C+D  PCT  Investigation  to 
find  out  more  about  my  PCT's 
commissioning  record  and  plans. 

ACT  In  consultation  with  my  LPC, 

provide  evidence  of  how  my 
services  are  helping  patients,  local 
communities  and  the  NHS. 

EVALUATE   Do  I  better  understand  how  local 
commissioning  could  affect  my 
pharmacy  and  patients,  and  have  I 
contributed  to  promoting 
pharmacy  services  to  local 
commissioners? 


perhaps  this  year  the  focus  will  turn  towards 
keeping  the  services  we  do  have  in  place. 

Alastair  Buxton,  head  of  NHS  services  at  PSNC, 
advises  that  where  decommissioning  is  on  the 
agenda,  LPCs  need  to  take  action,  (see  How  to 
prevent  decommissioning,  right).  Providing 
evidence  of  the  success  of  pharmacy  services  will 
be  key,  and  demonstrating  value  for  money 
should  form  a  part  of  that. 

LPCs  should  also  continue  to  show  trusts  how 
pharmacy  services  are  helping  to  generate  savings 
elsewhere  in  the  NHS.  And  Mr  Buxton 
recommends  taking  a  renewed  focus  on  how 
services  are  helping  to  improve  public  health.  This 
is  likely  to  become  increasingly  important  as 
control  of  services  moves  over  to  local  authorities. 

Showing  how  pharmacy  can  generate  social 
capital  and  play  a  wider  role  in  communities 
could  also  become  more  significant,  according  to 
Mr  Buxton  And  he  points  to  projects  such  as 
organising  walking  groups  from  pharmacies  as 
possible  inspiration. 

Finally,  Mr  Buxton  insists  that  relationships 
with  GPs  continue  to  be  vital.  And  in  the  coming 
months  he  suggests  committees  draw  on  their 
network  of  pharmacies  to  help  glean  information 
about  service  plans  so  they  can  pre-empt  any 
proposed  changes  if  they  do  come. 


How  to  prevent 
decommissioning 


PSNC  recommends  that  if  a  service  looks  set 
to  be  decommissioned,  LPCs  should  first 
consider  the  decommissioning  proposal  to 
determine  factors  such  as: 

whether  it  fits  with  contractual  terms 
how  pharmacy  has  been  performing 
what  the  unintended  consequences  to  the 

NHS  might  be 
what  the  impact  on  the  pharmaceutical  needs 

assessment  (PNA)  may  be. 

Where  committees  plan  to  fight  against  a 
decommissioning  plan,  Mr  Buxton  suggests 
that  they: 

discuss  plans  with  other  committees  to  garner 
support 

present  evidence  to  the  SHA  on  how  the 
decision  will  impact  care 

make  MPs  and  local  councillors  aware  of  the 
situation,  particularly  those  with  responsibility 
for  health 

try  to  get  the  backing  of  local  media  and 
relevant  patient  groups  or  individuals. 
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Hundreds  more  jobs  online 
www.chemistanddruggistjobs.co.uk 


JOBS 


lil      ■  i1 


0207  921  8456 


Booking  and  copy  date 
12  noon  Monday  prior 
to  Saturday  publication 
subject  to  availability 


Contact:  Dan  Linton 
Tel:  0207  921  8456 
Fax:  0207  921  8132 
dan.  linton@ubm.com 


Chemist+Druggist 
Ludgare  House 
245  Blackfriars  Road 
London  SE1  9UY 


PHARMACIST 

Nr  Abertillery,  Gwent 

Capable  of  running  a  patient  focussed,  busy  dispensing 
orientated  pharmacy.  Must  have  excellent  ability  to  interact 
positively  with  patients  in  a  small  community  and  to  become  a 
focus  for  their  prescription  and  OTC  requirements. 

Support  staff  and  management  back-up  available  leaving 
you  free  to  run  the  dispensary  and  control  stock  with 
minimum  paperwork. 

Excellent  financial  package,  negotiable. 

Applications  to:  Mrs  A  Williams,  38  Blacksmith  Close,  Oakdale, 
Blackwood,  NP12  OBG  or  email  angie.williams1@sky.com 


DISPENSER/ACT/ 
TECHNICIAN 

BEESTON,  NOTTS 

Must  be  qualified  to  work  in 
a  dispensary. 

Salary  DOE,  Mon-Fri 

To  apply  please  send  CV 

to  M  Suri  at 
pharmplex@yahoo.co.uk 


DISPENSING 
TECHNICIAN 
or  ACT 

Required  for  busy 
pharmacy  in 
Stratford,  London  E15. 

Negotiated  salary, 
modern  dispensary 
with  robot. 
Please  contact 
020  8590  9399 


3STGWE 


WES 


Currently  recruiting 
Dispensers  NVQII  and  NVQ  III 
Accredited  Checking  Technicians 

For  our  busy  mail  order  - 
distance  selling  pharmacy 

For  further  details  please  contact 
Andy  Mountain  on  08447365210 
To  apply  please  email 
your  full  CV  to 
andy@tommspharmacy.co.uk 


DISPENSARY 
TECHNICIAN 

NORTH  LONDON 

•  One  of  the  largest  online  retailers 
in  Europe 

•  Salary  Neg  DOE 

•  Experienced  individual,  NVQ 
preferred  but  not  essential 

•  Training  provided 

Ccii met  Anna  on  07969  161415 
or  email  CV's  to: 
johs@mcdicanim:il.o»iii 


CD 

Pharmacy  Show  2010 

Come  and  visit  us  at  Stand  L50 
www.chemistanddruggistjobs.co.uk 


lONDON,  SEf 

Pharmacist 
required 

Salary  from  £35K  depending 
on  experience 

Keen  to  develop  services  and 
work  with  existing  staff. 

MUR,  NRT  &  good 
clinical  skills 
Closing  date:  09/10/2010 
Mon-Fri  8.30  -  5.40 
cv.to 

ykalmak.cheniists@virgin.net / 


PHAih;      -  CT 
MANAGERS 

Hall  Green,  Birmingham 
&  Telford 

Experienced  pharmacists  with 
proven  track  record  required. 

FULLTIME/PART-TIME 
CONSIDERED 

Please  email  CV  to 
medshiresf@yahoo.co.uk 


Buttercups  Training 

Your  specialist  for  pharmacy  training: 

•  Medicine  Counter  Assistant  Course 

•  Level  2  for  Dispensing  Assistants 

•  Pharmacy  Technician's  Course 

•  Checking  Courses 

•  Pre-registration  Pharmacist  Programme 

•  CPD  Academy  for  all  support  staff 

•  Funded  Advanced  Apprenticeship  Programmes 

Developing  pharmacy  staff  to  become 
Healthcare  Professionals: 

•  Team  Leading 

•  Customer  Service 

•  IT 

Enrol  any  time  and  experience  our  supportive  learner  journey 
with  24/7  helpline  and  access  to  learner  management  system. 

For  more  details  see  our  website  or  telephone  0115  9374936. 

One  of  our  friendly  team  is  always 
available  for  advice. 


01 1  5  937  4936  2:  training@buttercups.to.uk 
www.buttercups.co.uk 
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Looking  to  buy  or  sell  a  pharmacy  advertise  here 
CLASSIFIED  Call  0207  921  8456 


0207  921  8456 

Contact:  Dan  Linton 
dan.Unton@ubm.com 


Orridge 


Business  Sales 


0121  362  8880  ENGLAND  &  WALES  or 
01324  631542  SCOTLAND 


THINKING  OF  SELLING 
YOUR  PHARMACY? 


Can]?! Q  amd  m®&t  Mlmtchmg^.  CmmvMzmfcj-  aft 

THE  PHARMACY  SHOW 
on  10/11TH  OCTOBER  2010 
at  the  NEC  Birmingham 

We  are  pleased  to  announce  that  as  the 
NPA's  only  approved  agent  for  pharmacy  sales, 

purchases  and  valuations  throughout  the  UK, 
we  will  be  exhibiting  on  the  NPA  Stand  No.  B50 
at  the  pharmacy  show. 

We  will  be  delighted  to  meet  you  to  discuss  the  services 
we  offer  and  to  advise  how  we  can  assist  you 
in  the  successful  sale  of  your  pharmacy. 


For  information  about  our  services  please  visit  our  website 

www.hutchings-pharmacy-sales.com 

Or  for  a  free  valuation  please  call 


01494  722224 

"We  are  the  only  NPA 
approved  supplier  for 
selling  your  pharmacy" 


Hutchings  Consultants  Ltd 


National  Pharmacy 
Approved  Supplier 


Universal  Pharmaceutical 
Press  (Guaranteed  Locums) 

•  LOCUM  PHARMACISTS  HANDBOOK  20 1 0  FOC 

•  PRE-REG  EXAM  MCQ  20 1 0  £  1 7.50 

•  PCT  INSPECTION  GUIDANCE  £17.50 

•  MUR  HANDBOOK  20 1 0  £  1 7.50 

For  further  details,  please  contact  UPP 
Tel:  01 268  785245 


valuing  and  selling 
pharmacies  for 

over  160  years 


info@orridgesales.co.uk 
www.orridgesales.co.uk 


Think  Pharmacy  Finance:  Think  Pharmacy  Partners 


PHARMACY 
PARTNERS 

Contact  us  today: 
0808  \kU  555A  I  info@pharmacypartners.com 


COHENS  CHEMIST  BE 

Drowning  under  paperwork, 
SOPs  and  information  governance? 

ed  about  the  potential  increase  in  capital  gains  tax? 

Why  not  sell? 

Quick  sale  guaranteed! 

Cash  available! 


For  further  information  please  contact 
Colin  Caunce  on  07966  524162 


SUSSEX  GROUP  OF  THREE  PHARMACIES  T/O  £2  MILLION 


SOUTH  WEST  GROUP  WITH  A  NUMBER  OE  BRANCHES  COULD  SELL  AS 
A  WHOLE  OR  SEPARATELY 

NHS  100  HOUR  CONTRACT  IN  COLCHESTER,  ESSEX.  FREEHOLD  PREMISES 
NOT  TRADING  AT  THE  MOMENT  PRICE  INCLUDING  FREEHOLD  BOOK 

SOUTH  WEST  PHARMACY  T/0  £1.35  MILLION  NHS  ITEMS  9500  PER  MONTH 
ASKING  PRICE  £1.25  MILLION 

SOUTH  WEST  NHS  CONTRACT  NEAR  TO  DOCTOR  SURGERIES 
PREMISES  WOULD  NEED  TO  BE  FOUND. 

CONTACT  DENIS  OLEARY 
on  01206  323808  or  Mob  07920  476222 
Email  d  e  n  i  s .  o  leary@pharm  a  cv  b  us  inesstransfer.co.uk 


Are  you  Overstocked? 

Knights  will  help  you  sell  your  excess 
stock! 

Check  out  our  website  -  what  can  you 
offer  us? 

www.  kn  ig  hts-f  rag  ra  nces.co.uk 
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Complete 


DryMinilab 
DL430 


•  Quality  prints 

•  Eco-friendly 

•  Low  servicing  costs 

•  Small  footprint 

•  Cheap  to  run 

•  Low  purchase  price 

•  In-house  finance  available 


Complete 


Training,  Technical  &  Service  Support 


Fujifilm  Digital  Imaging  Service 


Paper,  Media  and  Inks 


Distribution  Support  by  Swains  International  PLC 

our 

«s-  W  ^ 


Bhupendra  Kotecha  from 
Rishton  Pharmacy:  The 

Smartpix  software  is  really  user 
friendly  for  both  our  staff  and  the 
public.  Our  customers  love  using 

the  Fujifilm  kiosk  to  order  their 
prints  because  it's  so  easy. 


Dan  Skrzynski  from 
Vitaltone  Pharmacy:  It's  not  just 
the  impressive  quality  of  the  DL430 
output  but  the  consistency  too. 
Each  day  it  gets  switched  on  and 
off  with  virtually  no  maintenance  - 
it  really  is  a  great  machine!  '> * 


See  us  in  The  Pharmacy  of  the  Future'  featured  stand  at  The  Pharmacy  Show, 
October  10/1 1th,  Birmingham  NEC.  Also  Stand  K40  with  Swains. International  PLC 


FLU. 

Call  01234  572  107  or  email  photoimaging@fuji.co.uk    PHOTO  IIW 


JWI 


CLASSIFIED 


Shop  fitters?  Advertise  here  every  Saturday 
Call  0207  921  8456 


Interested  in  Wholesaling ? 
WE  CAN  HELP! 

Eurobay  Pharma  can  help  you  set  up  as  a 
wholesaler  with  the  MHRA  &  begin  trading 
UK  ethical,  generics  and  OTC  lines. 

Many  independent  pharmacists  are  already 
earning  between  £1-5k  per  month  extra 
profit! 

What  are  you  waiting  for? 

Join  our  buying  group  and  benefit  from: 
/  Better  margins 
/  Free  MHRA  WDL  consultancy 
/  Free  Stock  Management  Software 
/  And  more... 

TO  FIND  OUT  MORE  CONTACT  US  NOW: 

t:  01707  328  152 

e:  info@eurobaypharma.co.uk 


Betaimune 


30  Capsules 

.  „.  for  optima"1 

Immune  rro^ . 

Resveratrd, ^oQi0 


For  further  information  please  contact  us: 

Tel:  020  8426  3400 

Email:  saIes@HeaIthAid.co.uk 


Immune 
Booster 

Powerful  antioxidant 
with  Resveratrol 

Free  radical  scavenger 

Strong  &  healthy 


immune  system 


www.HealthAid.co.uk 


Pharmacy  design  and  shopfitting 
without  compromise 


t  0845  450  5904 

w:  www.njlyorkline.com 

e  pharmacyw'njlyorkli ne.com 


NIL  YORKLINE 


—    

(J)  The  Pharmacy  refit  specialists 
www.rapeed.co.uk  •  0800  970  0102 


28  09.10.10 


to  community  pharmacy  every  Saturday 


Call  0207  921  8456 


FREEDOM  PHARMACY 
PRACTICE  MORTGAGE 

At  last,  the  practice  mortgage  that  gives  you  the  freedom  of 
the  entire  wholesale  market  -  no  more  quotas,  less  loan 
capital  to  pay,  giving  you  total  freedom  to  operate  your 
practice  without  restriction. 

NO  WHOLESALER  GUARANTEE  REQUIRED 

30  YEAR  TERM  AVAILABLE 
FREEDOM  FROM  WHOLESALE  AND  IBANK 
RESTRICTIONS 


Contact  George  Knox  on 
191  2584645  /  07963  375383 


MEDII  \l  4L 


I'KI  II  I  SMCIN  \l 


Mundays  has  a  long  history  of 
dealing  with  clients  involved 
in  the  pharmacy  sector. 

We  offer  pro-active  advice  on: 

•  all  aspects  of  pharmacy 
acquisitions  and  disposals  by 
asset  or  shares  including  all 
related  property  matters 

•  relocation  of  pharmacies  and 
pharmacy  appeals 

•  joint  venture  and  consortium 
arrangements  and  agreements 

Please  come  and  visit 
our  stand  at  the 
Pharmacy  Show  2010 
stand  No.  F120 


mundays 


"Mundays  have  significant 
experience  and  knowledge, 
practical  and  commercial 
awareness  and  an  enthusiastic 
and  approachable  style"  - 
Chambers  UK  Guide  2010 


We  look  forward  to  seeing  you  at  the  Pharmacy 
Show  on  10th  and  11  th  October  2010  at  the 

NEC  in  Birmingham. 
Visit  us  at  our  stand  E45  where  we  will  be 
available  to  have  a  chat  on  any  taxing  issues 
you  may  have. 
www.tnodipIus.co.uk  www.silverlevene.co.uk 


DIUS 


ADDING  VALUE 


PLAN  FOR 

YOUR  FINA 

FUTU 


modiplus  can  help  you  to: 

::  Reduce  your  personal  tax 
::  Reduce  corporate  tax 

Reduce  capital  gains  tax 

Reduce  inheritance  tax 

Reduce  stamp  duty  land  tax 

Provide  offshore  tax  planning  advice 
■■  Provide  property  development  strategies 

•  •  modiplus  is  a  thoroughly  professional  firm 
of  accountants  who  have  tailored  their  services 
for  me,  from  basic  compliance  work  to  more 

specialised  tax  planning,  allowing  me  to 
concentrate  on  other  areas  of  my  business. 
A  SINGH,  WALSALL 

For  more  information  or  for  a 
FREE  consultation  please  call  Umesh 

on  020  7383  3200 


P 


ADDING  VALUE 


www,  moclipIusxo.uk 


MEMBER  OF  SILVER  LEVENE  GROUP 
THE  ONLY  REGULATED  FIRM  OF  ACCOUNTANTS 
AND  TAX  ADVISERS  SPECIALISING  IN  RETAIL  PHARMACIES 
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PEOPLE 


Got  a  story  for  Postscript? 
postscript@chemistanddruggist.co.uk 


Co-op's  cool  £1 00k  for  Unicef 


Co-operative  Pharmacy  staff  raised  £100,000  for 
Unicef  at  a  charity  dinner  hosted  by  TV  presenter 
Paul  Crone.  And  the  multiple  recognised  the 
contribution  of  its  employees  to  local 
communities  at  the  inaugural  Co-operative 
Pharmacy  Awards,  held  at  the  same  event. 

The  funds  for  Unicef  were  generated  by  a  raffle 
and  auction  among  staff  and  suppliers  at  the 
dinner,  which  was  held  at  Manchester  Cathedral 

The  Co-operative  Pharmacy  has  pledged 
£300,000  over  the  next  three  years  to  help 
improve  sanitation  in  300  villages  in  Togo,  west 
Africa.  The  project  will  improve  the  health  of  an 


estimated  110,000  children  and  their  families. 

Unicef  UK  ambassador  Ewan  McGregor  thanked 
the  Co-operative  Pharmacy  for  supporting  the 
charity  and  championing  the  issue  of  sanitation  in 
west  Africa. 

Co-operative  Pharmacy  managing  director  John 
Nuttall  said:  "As  a  co-operative  business  we  are 
concerned  with  more  than  just  pursuing  profit, 
and  our  responsibilities  do  not  stop  at  caring  for 
communities  in  the  UK." 

A  12-strong  team  from  Audley,  Staffordshire, 
scooped  the  multiple's  branch  of  the  year  award 
(pictured),  commended  for  its  wide  range  of 
services  and  high  levels  of  customer  satisfaction. 
Pharmacist  Anoop  Mistry,  of  Eyres  Monsell, 
Leicester,  was  named  branch  manager  of  the  year. 


C+D  reader  of  the  week 

Meet  Masons  Chemist  superintendent  Jane  Lumb,  who  feels  the  pull  of 
power  and  craves  a  weekend  away 


Why  did  you  become  a  pharmacist?  My  first 
job  was  selling  shoes  to  old  ladies  -  and  in  many 
ways  pharmacy  is  very  similar!  Both  involve 
problem-solving  and  rely  on  science  and  logic, 
and  in  both  roles  you  get  to  make  a  difference 
and  get  great  job  satisfaction. 


the  first  people  to  single-handedly  sail  around 
the  world. 

If  someone  gave  you  £1,000  how  would 
you  spend  it?  On  babysitters,  books  and  a 
weekend  away. 


If  you  weren't  a  pharmacist,  what  would  you     What's  the  one  thing  you  want  to  do  before 


be?  I  have  always  had  a  secret  desire  to  be  a 
politician  because  of  the  power! 

How  would  your  family  describe  you? 

Depending  on  who  you  asked  -  caring,  fun- 
loving,  family-focused,  a  control  freak  or  mad. 

What  would  you  do  if  you  knew  you  could 

not  fail?  Stand  for  election  as  an  MP. 

What  book  are  you  reading  at  the  moment? 

A  Voyage  for  Madmen,  by  Peter  Nichols.  It's  a 
great  read  about  some  pretty  inspirational, 
totally  bonkers,  men  in  a  race  to  become 


you  die?  Live. 

What's  the  secret  to  being  a  great 
pharmacist?  Putting  patients  first  and  never 
forgetting  that  you  can  and  should  make  a 
difference. 

What  question  should  we  ask  our  next 
reader?  What  is  the  strangest  request  you've 
ever  had  from  a  customer? 

Calling  all  pharmacists  and  technicians.  We 
want  you  to  be  our  reader  of  the  week.  Email 
us  at  postscript@chemistanddruggist.co.uk 


@The  Web  Hunter 

Normally,  I  like  to  use  my  column  to  have  a  rant 
about  something,  poke  a  stick  at  the  angry  bears 
out  there  or  just  give  my  take  on  subjects  that  are 
touchy  to  pharmacists.  This  week  though,  I  am 
going  to  try  to  be  upbeat  and  positive. 

In  this  light,  it  was  interesting  to  listen  to  debate 
around  EPS,  remote  supervision,  shared  patient 
records  and  even  Sainsbury's  vending  machines  at 
the  C+D  Senate  last  week  without  being  reminded 
of  witch  trials,  Luddites  and  peasant  revolts. 

The  Senators  all  agreed  that  generally  speaking, 
if  implemented  properly,  technology  -  even 
vending  machines  -  is  a  good  thing  that  frees  up 
time  to  focus  on  other  -  more  lucrative  -  services 
for  patients. 

With  the  bread-and-butter  income  of 
prescriptions  shrinking,  innovations  that  free  up 
pharmacists'  time  seem  like  the  sensible  way  to 
go.  And  with  a  Cat  M  clawback  of  £13,000  a 
pharmacy  -  or  the  cost  of  a  counter  assistant  - 
maybe  a  machine  that  serves  prescriptions 
becomes  a  little  more  appealing. 

In  a  world  where  Tesco  knows  exactly  what  is 
on  its  shelves  at  any  one  time  and  where  banks 
can  transfer  money  electronically,  sharing  patient 
data  and  using  electronic  prescriptions  seems  like 
a  no-brainer  to  me. 

Be  warned,  though,  those  Luddite  pharmacists 
out  there  who  shun  these  technologies  will  find 
themselves  chasing  an  ever-diminishing  pot  of 
money  and,  if  they're  not  careful,  CP  consortia 
may  not  be  as  slow  to  buy  the  vending  machine. 
Niall  Hunt  is  C+D's  digital  content  editor; 
email  him  at  niall.hunt@ubm.com 

A  social  tweet 

From  a  new  Society  to  Obama,  join  the  debate 
atwww.twitter.com/chemistdruggist 


@CandDZoe:  More  complaints  about 
prescription  payments  coming  in  -  has  anyone 
heard  after  they  sent  payments  to  be  checked 
over  the  summer? 


@CandDJennifer:  RPS  CEO  Helen  Cordon  says 
it's  "a  very  different  organisation  now  than  the 
one  pharmacists  have  grown  up  with"  -  hope 
we'll  find  out  how  tomorrow. 


@CaryParagpuri:  RPS  is  promoting  its  'support 
functions'  when  it  should  be  promoting  its 
'make  a  difference'  function.  Where  is  the 
Obama-esque  slogan? 
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Recall  of  Avandia®  and  Avandamet®T 

We  are  writing  to  clarify  the  arrangements  for  the  recall  of  rosiglitazone-containing  medicines 
(Avandia,  Avandamet)  from  the  UK  market,  following  the  recommendation  by  the  European 
Medicines  Agency  (EMA)  on  23rd  September  2010  to  suspend  the  marketing  authorisation 
across  Europe. 

Avandia/Avandamet  will  not  be  available  in  the  UK  after  21st  October  2010.  From  this  date 
GSK  will  recall  stocks  of  Avandia/Avandamet;  undispensed  UK  packs  purchased  from  GSK 
through  approved  suppliers,  Alliance  Healthcare  and  AAH  Pharmaceuticals,  may  be  returned 
for  credit. 

In  agreement  with  the  MHRA,  we  believe  that  a  28  day  period  from  the  date  of  the  EMA 
recommendation  will  be  adequate  for  patients  to  be  reviewed  and  transitioned  to  alternative 
treatments  and  the  date  of  recall  has  been  brought  forward  from  8th  November  2010  to 
21st  October  2010. 

To  ensure  a  smooth  transition  for  patients,  GSK  recommends  the  following: 

•  Prescribers  are  advised  to  review  patients  currently  receiving  rosiglitazone-containing 
medicines  (Avandia/Avandamet)  at  the  earliest  possible  time 

•  Patients  should  be  switched  to  suitable  alternative  treatment  as  soon  as  possible  and  before 
21st  October  2010 

•  Prescribers  are  advised  not  to  issue  new  or  repeat  prescriptions  of  rosiglitazone-containing 
medicines  (Avandia/Avandamet) 

•  Pharmacists  are  advised  to  refer  patients  to  their  doctor  for  advice  on  treatment 

To  facilitate  healthcare  providers  and  pharmacists  with  the  exercise  of  recalling  patients  for 
review,  an  optional  template  letter  is  available  for  your  convenience  on  the  GSK  UK  website 
(see  below). 

Patient  safety  is  paramount  to  GSK.  Any  suspected  adverse  reactions  experienced  by  your 
patients  taking  a  rosiglitazone-containing  product  should  be  reported  to  the  MHRA.  Reporting 
forms  and  information  can  be  found  at  https://yellowcard.mhra.gov.uk/hcp/ 

Adverse  events  should  also  be  reported  to  GlaxoSmithKline  on  0800  221  441. 

For  information  and  updates,  please  contact  GlaxoSmithKline  on  0800  221  441  or  refer  to  the 
GSK  UK  website:  http://hcp.gsk.co.uk/ 
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pnaeocnromocyroma.  Kregnancy/iacrauon:  ror  mose  unaDie  ro  quu 
unaided  the  risk  of  continued  smoking  is  greater  than  the  risk  of  using  NRT. 
Start  treatment  as  early  as  possible  in  pregnancy  for  2-3  months.  Lozenge/ 
gum  preferable  to  patches  unless  nauseous.  Remove  patches  at  bedtime. 
Side  effects:  At  recommended  doses,  NiQuitin  patches  have  not  been 
found  to  cause  any  serious  adverse  effects.  Local  rash,  itching,  burning, 
tingling,  numbness,  swelling,  pain,  urticaria,  heaviness,  hypersensitivity 
reactions.  Headache,  dizziness,  tremor,  sleep  disorders,  nervousness, 
palpitations,  tachycardia,  dyspnoea,  pharyngitis,  cough,  Gl  disturbance, 


[rjlLI  PL  00079/0368,  0367,  0366,  0356,  0355  &  0354.  PL  holder: 
GlaxoSmithKline  Consumer  Healthcare,  Brentford,  TW8  9GS,  U.K.  Pack 
sizes  and  RSP  (excl.  VAT):  7  patches  £14.89;  Step  1  only  14  patches 
£28.04.  Date  of  revision:  August  2009.  NiQuitin®  NiQuitin®  Minis 
and  the  Minis  Device  are  trademarks  of  the  GlaxoSmithKline  aroup 


of  companies. 

Reference:  1.  National  Institute  Clinical  Excellence.  Smoking 
cessation  services  in  primary  care,  pharmacies,  local  authorities 
and  work  places,  particularly  for  manual  working  groups,  pregnant 
women  and  hard  to  reach  communities.  Public  Health  Guidance  1 " 
February  2008. 


NiQuitin  Minis  Mint  1.5mg/4mg  Lozenges  (nicotine),  indication: 

smoking  cessation.  Dosage:  Adults  (18  and  over):  One  lozenge 
(max,  1 5/day)  whenever  urge  to  smoke  to  aid  complete  cessation 
(taper  use  after  6  weeks)  or  gradual  cessation  (seek  advice  if  no 
reduction  after  6  weeks)  or  gradual  cessation  (seek  advice  if  no 
reduction  after  6  weeks  or  no  abrupt  attempt  after  6  months). 
Professional  advice  if  use  >9  months.  Use  1 ,5mg  strength  if  smoke 
<20/day,  otherwise  4mg.  Adolescents  (12-17  years):  Abrupt 
cessation  only.  Dosing  as  for  adults  but  seek  professional  advice  if  >1 2 
weeks  treatment  required/unable  to  quit  abruptly.  Contraindications: 
Hypersensitivity,  non-smokers,  children  under  1 2  years.  Precautions: 
Risk  of  NRT  substantially  outweighed  by  risks  of  continued  smoking 
in  virtually  all  circumstances.  Supervise  use  in  those  hospitalised  for 
Ml,  severe  dysrhythmia  or  CVA  who  are  haemodynamically  unstable. 
Once  discharged,  can  use  NiQuitin  as  normal.  Susceptibility  to 
angioedema,  urticaria.  Renal/hepatic  impairment,  hyperthyroidism, 
diabetes,  phaeochromocytoma.  Swallowed  nicotine,  may  exacerbate 
oesophagitis,  gastric/peptic  ulcer.  Pregnancy/lactation:  For  those 
unable  to  quit  unaided  the  risk  of  continued  smoking  is  greater  than 
the  risk  of  using  NRT.  Start  treatment  as  early  as  possible  in  pregnancy 
for  2-3  months.  Lozenge/gum  preferable  to  patches  unless  nauseous. 
Side  effects:  At  recommended  .doses,  NiQuitin  Minis  have  not  been 
found  to  cause  any  serious  adverse  effects.  Nausea,  hiccup,  flatulence, 


Gl  discomfort,  vomiting,  diarrhoea,  dyspepsia,  fatigue,  malaise,  chest 
pain,  oral  irritation,  dizziness,  headache,  sleep  disorders  including 
abnormal  dreams,  anxiety,  irritability,  nervousness,  depression, 
palpitations,  increased  heart  rate,  cough,  sore  throat,  rash,  anaphylaxis. 
See  SPC  for  full  details,  [gsE]  PL  00079/0610,  0611.  PL  holder 
GlaxoSmithKline  Consumer  Healthcare,  Brentford,  TW8  9GS,  U.K. 
Pack  sizes  and  RSP  (excl.  VAT):  20  s  £4.75, 60  s  £1 3.32.  Date  of 
revision:  August  2009, 

NiQuitin  21, 14, 7mg  Transdermal  Patches,  NiQuitin  Clear  21, 14, 
7mg  (nicotine).  Opaque  or  transparent  transdermal  patches  21  mg, 
14mg,  7rr\g  nicotine  (Steps  1,  2.  3)  for  relief  of  nicotine  withdrawal 
symptoms  during  smoking  cessation.  Dosage:  Adults  (18  and  over): 

210  cigarettes/day;  Step  1  for  6  weeks,  then  Step  2  for  2  weeks,  then 
Step  3  for  2  weeks.<10  cigarettes/day;  Step  2  for  6  weeks  then  Step  3 
for  2  weeks.  Apply  to  fresh  site  (clean,  dry  skin)  once  daily  Professional 
advice  if  use  >9  months.  Adolescents  (12-17  years):  As  for  adults 
but  to  seek  professional  advice  if  >12  weeks  treatment  required. 
Contraindications:  Hypersensitivity,  occasional/non-smokers,  children 
under  12  years.  Precautions:  Risk  of  NRT  substantially  outweighed 
by  risks  of  continued  smoking  in  virtually  all  circumstances.  Supervise 
use  in  those  hospitalised  for  Ml,  severe  dysrhythmia  or  CVA  who  are 
haemodynamically  unstable.  Once  discharged,  can  use  NiQuitin  as  normal. 
Susceptibility  to  angioedema,  urticaria.  Discontinue  use  if  severe/persistent 
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